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X RAYS 


SincE Wilhelm Roentgen discovered X rays, 
there has always been a certain amount of 
confusion on terminology in relation to this 
science. Obviously we cannot strictly speak of 
“taking an X-ray” or, worse still, of looking 
at one. Some new name had to be coined 
to refer to the various aspects of this work. 
Numerous prefixes have been used in this 
connexion. Roentgen has been immortalized 
by the use of his name, which has given rise to 
roentgen rays for X rays, roentgenograph and 
roentgenogram for the photograph taken by 
roentgen rays on a film. This last term is 
used by many countries, and in particular is 
the common term in America. We in this 
country tend to use the prefix radio, giving 
radiography for the process and radiograph 
for the actual photograph taken by the X rays. 
It is interesting to note that one prefix gives 
roentgenogram while the other has to use 
radiograph for the photograph. It would be 
even more confusing if we had to use the 
term radiogram! The words skiagram and 
skiagraph were in vogue at one time, but 
seem to have dropped out of use over the 
years. However, these words did have some 
reason, as the word element “skia” means 
“shadow”, and a diagnosis by the use of 
X rays depends upon the shadows cast upon 
the film. The word roentgen has a historical 
association and a common practice is followed 


in using the discoverer’s name as a prefix for 
further words on the same subject. It is diffi- 
cult to give a precise reason for the use of the 
prefix radio in connexion with X rays, for 
radio is the combining form of radius, which 
itself is the origin of the word radium. It is 
used in many combined terms in anatomy, 
chemistry, and physics. In relation to X rays 
the word radiograph is a too general inclusive 
term, for it should be remembered that a 
“radiograph” can really be produced by 
radium or any radio-active isotope as well as 
by the use of X rays. With the modern 
research into the value of these radio-active 
isotopes the time will undoubtedly arrive 
when the use of the word radiograph will 
have to be restricted, or even more con- 
fusion may arise. This would also apply to 
the word skiagraph. The word roentgenogram, 
albeit correct, is heavy to pronounce, so 
perhaps some new word may be coined in 
future years to describe exactly what we mean. 
We are not alone in the problems concerning 
terminology, and it is common to all sciences. 
With the rapid growth of research more and 
more scientific terms are bound to overlap, 
and this very advance demands a greater 
accuracy and precision in the terms used. The 
resources of our language are not exhausted 
yet, and many new terms will be needed to 
keep pace with our ever-growing knowledge. 
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THE ORTHODONTIC PROBLEM” 


By W. TREVOR JOHNSON, L.D.S. R.C.S. (Eng.) 


In his address last year, Mr. Pilbeam gave us 

an excellent survey on the possibilities of 

providing orthodontic treatment for a large 
number of children, and to-night I want to go 

a step further and discuss, ““How much and 

what sort of orthodontics should be practised ?” 

The demand is likely to increase over the next 

few years and add further to the difficulties 

of providing treatment for all. A first thought 
might be 

“Can the amount of treatment demanded 
be reduced by preventing the development 
of malocclusion or by starting treatment 
earlier ?” 

To consider prevention we must look back 
to aetiology and recall that the development of 
malocclusion, like general development and 
growth, is very largely influenced by the 
interaction of two separate sets of factors, 
the heredity factors and the environment 
factors. The heredity factors are the genes, the 
particles transmitted by the parents, and 
the environment factors, every physical and 
chemical contact which the organism en- 
counters in prenatal and postnatal life. There 
is in the first cell a plan already determined 
for the ultimate size, shape, and relationship of 
all characteristics known to be inherited, and 
for this plan to be fulfilled a certain basic 
contribution from environment must be forth- 
coming. This consists largely in function, 
warmth, nutrition, and certain chemical salts. 

It is thought that with the greatly increased 
attention given in recent years to Infant 
Welfare, deficiencies under this heading are 
unlikely, and that we should look to the genetic 
side for the dominant. An ill assortment of 
genes seems a likely factor. Doctor Wallis told 
us in his recent paper that we are now keeping 
alive children suffering from deficiencies from 
which in days gone by they would have died, 
and so they too are circulating deficiencies and 
disturbing influences. There is as yet no means 
of measuring just how much heredity and 


* Presidential address given at the January meeting 
of the British Society for the Study of Orthodontics. 
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environment respectively have contributed in 
a particular case and it may well be that in 
practice we shall not go far wrong if, as a 
general rule, we accept the condition of mal- 
occlusion as displayed to be the outcome of 
normal physiological processes in the individual 
unless there is recognizable evidence that harm- 
ful environmental influences have played a 
part. In support of this there is the belief that 
just as there are genes which refer to growth 
and development, so there are others concerned 
with the degree of change in pattern which will 
be tolerated by the organism; and that nature 
is in itself very resistant to change by environ- 
mental influences. 

If we accept this theory, we can for the 
purpose of our discussion divide malocclusion 
into three groups; types genetically condi- 
tioned; types conditioned by harmful environ- 
mental influences; and those in which both 
these sets of factors have played a part. To 
save time, we shall discuss only the first two 
groups, although, of course, the third group, 
a combination of the two, is undoubtedly the 
largest. 

Possibly, the three most common forms of 
malocclusion accepted as genetic in origin 
are :— 

Deviations from the normal in relationship 
of the ‘arches anteroposteriorly. 

Disharmony in size of teeth and arches, 
which for brevity we shall call “‘small arches”. 

Close bite. 

These conditions of malocclusion cannot 
generally be recognized before the eruption 
of the deciduous teeth (except in the rare 
condition of micromandibular development) 
and so cannot be prevented from developing. 

I can call to mind perhaps six Class II, 
division 1 cases which were treated between 
four-and-a-half and six years by intermaxil- 
lary traction and elastics or by a monobloc 
but I found no ready response to suggest that 
they are better treated so early. When a 
change in relationship of the arches is 
sought, intermaxillary traction with elastics is 
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preferred and the best time to commence treat- 


ment is found to be after the first permanent 
molars and permanent incisors have erupted. 
Change in relationship of the arches is more 
readily induced before 10 than after 12 years 
of age. 

Another advantage in commencing treat- 
ment whilst E/E have some expectation of life 
is that these teeth can be used for anchor 
bands. The molar anchorage can then be 
reinforced by a length of wire welded to the 
anchor bands, gingivally to the buccal tubes, 
and carried distally to rest in the buccal or 
distal groove on the occlusal surface of the 
first permanent molars. This prevents the 
labial arch from falling incisally, as it is 
inclined to do, when intermaxillary elastics 
are used. When 6/6 are banded and 7/7 have 
not erupted to permit this reinforcement of 
anchorage being used, it is generally necessary 
to band 1\1 and weld on to these bands a flat 
shelf labially for the arch to rest on. The arch 
is not fixed to 1|1 but just rests on the shelf 
and is tied in by a ligature from the loop 
forming part of the stop, medial to the buccal 
tube, or to the buccal tube itself. 

In regard to the Class II, division 2 type of 
malocclusion, I remember a girl of 93 years of 
age, with 21|12 steeply inclined lingually, a 
severe close bite, and a full-cusp postnormality. 
This condition was very unsatisfactory indeed 
and I was tempted to try treatment of the 
similar condition in her young brother at the 
age of 5 years. I used for his treatment a plate 
with an inclined plane and springs to move the 
anterior segment labially, but again response 
did not justify such early treatment. In the 
ordinary way, Class II, division 2 cases are 
treated at the same stage of development as 
division 1. Possibly two upper premolars are 
extracted in the course of treatment more often 
than in division 1 cases, particularly if the 
postnormality approaches a full cusp or more. 
By doing so, the period of treatment is short- 
ened. The line of treatment is the extraction 
of movement of 2/2 distally and 
labially by a plate. Provision may also be made 
for the flattening of the Curve of Spee by 
depressing the lower incisors, and to widen 


very slightly the upper arch, if change in 


I 


relationship of the arches is called for. If the 
postnormality is postural in character, a for- 
ward movement of the mandible as a whole 
may occur, spontaneously, or with assistance 
of the inclined plane, but in my experience 
only a small proportion of cases respond in this 
way, and intermaxillary traction with elastics 
is usually necessary to change the relationship 
of the arches after the plate treatment is 
completed. 

In both Class II, division 1 and division 2 
cases a modified monobloc is fitted to serve 
as a retainer and to encourage improved 
behaviour of the orofacial musculature. I do 
not use the monoblock as an active appliance 
to correct error in arch relationship as the 
response is uncertain in my hands. It is 
probable that my lack of confidence in 
this appliance is the reason for my non- 
success. 

There are still three types which are included 
in the three conditions of malocclusion which 
we selected as genetic in origin which have still 
to be discussed. These are true Class III], small 
arches, and close bite, and I would say that 
these cannot be prevented from developing 
and cannot be improved by treatment with 
appliances beyond the amount which would 
naturally take place without appliances except- 
ing, perhaps, the true Class III condition 
treated very early. In the very early years. 
chin and occipital traction and a simple plate 
to unlock the bite are so easily fitted that the 
opportunity of using this form of traction 
should not be missed as the patient is then 
at an age when the parent is more likely to 
help by insisting on the continued use of 
appliances day and night. [I have seen a number 
of apparently true Class III conditions between 
3 and 7 years successfully treated in this way, 
but in others, at 10 years and upwards, there 
is the suspicion that when we do succeed, the 
degree of improvement is in direct proportion 
to the amount a postural prenormality has 
contributed to the deformity. In older children 
with prenormal occlusion solely genetic in 
origin, improvement is limited to what can 
be accomplished by changing the inclination of 
the upper and lower incisors—inclining the 
uppers more labially and the lowers more 
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lingually, but unless a satisfactory vertical 
overbite of the upper incisors in their new 
positions over the lower incisors is established, 
relapse is inevitable. Permanent retention by 
a plate worn at night is possibly justifiable 
in some such circumstances. 

In regard to small arches, one must suspect 
the atypical swallow as being a possible power- 
ful influencing factor in development, but in 
the absence of further evidence it can only 
rank as a contributing factor, and not as the 
dominant, as the atypical swallow is found in 
children with arches of normal size. In any 
event, the atypical swallow, too, is an inherited 
characteristic and it would seem that we cannot 
cure it at will. 

I would summarize my observations so far, 
as follows—In the three forms of malocclusion 
accepted as genetic in origin we might say :— 

1. The malocclusion cannot be prevented 
from developing. 

2. Only Class III cases are treated in the 
deciduous dentition stage and treatment 
should be commenced as early as possible. 

3. Class II, division 1 and 2 cases are best 
treated when the permanent incisors and the 
first permanent molars have erupted, and if a 
change in relationship of the arches is sought 
this is best achieved by intermaxillary trac- 
tion with elastics. 

4. The enlargement of small arches is not 
advised in ordinary circumstances as no 
enlargement greater than that which will 
naturally take place will be maintained. 

5. A close bite, genetic in origin, cannot be 
improved by appliances when the relationship 
of arches is normal anteroposteriorly. 

We have now to discuss the malocclusions 
associated with environmental influences in 
the light of the question which I posed at the 
beginning of the paper. I intend to confine my 
remarks to the two following environmental 
factors :— 

a. The migration of teeth following caries 
in, or premature loss of, deciduous canines 
and deciduous molars. 

b. The disturbances arising from pressure 
habits associated with finger, lips, and tongue. 

Abnormal migration of teeth can be pre- 
vented in the first place by early detection of 
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caries and treatment by well executed filling ;, 
or, if this is not achieved, by the use of space 
retainers before space is lost. The differences in 
mediodistal diameter of the deciduous canines 
and molars and their successors may be no 
more than 1-0 to 1-5 mm. and therefore caries 
alone can lead to insufficient space being 
maintained. Collapse of arches with loss of 
space is an ever-present factor in the incidence 
of malocclusion. Frequently it seems to be 
the dominant factor concerned, and equally 
frequently it increases the degree of a mal- 
occlusion already established, making treat- 
ment more difficult and the final result less 
satisfactory. I will confine my observations to 
loss of space in the lower only. It is coincident 
with a medial inclination of the lower first 
permanent molar and a distal inclination of the 
deciduous canines and a lingual inclination of 
the incisors. It is improbable that any change 
in position of the apices of the affected teeth 
takes place. My impression is that in the 
majority of cases the lingual and distal 
inclinations in the anterior segment make the 
greater contribution to the loss of space. It is 
to be noted that individuals react differently in 
the degree of disturbance which takes place. 
This cannot be explained either by differences 
in the age at which the extraction occurs or by 
differences in size of arches. Lip behaviour is a 
likely contributing factor and Sheldon Friel 
has stated that the normal medial migration 
of the teeth medial to the extracted tooth is 
less likely to be slowed up in jaws of vigorous 
growth and that, in such circumstances, if 
space is lost, it is more likely to be regained 
spontaneously. Or it may be an example of 
a variation in degree of genetic resistance or 
tolerance to environmental change. Sometimes 
a lower first permanent molar will display an 
unusually steep medial inclination which alone 
is sufficient to account for several millimetres 
of lost space. This may be due to a greater 
than average difference in growth potential in 
the alveolar and basal bone areas, which is 
only recognized when space in the arch from 
an extraction or caries occurs. The intra-oral 
film, as we generally take it, gives us a very 
poor idea of these inclinations. It would help 
if they could be related to the mandibular plane, 
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Fig. 1.—Male at 9 yr. 11 mth. and 11 yr. 6 mth. Classified as Angle Class I, with tendency to Class II, 


1e particularly on the left. An X-ray showed apices of 3!3 to be not unfavourably placed for treatment by 
al extraction of 2/2, The inclination of 3/3 is more accurately shown on an extra-oral film. 24 were 
1e extracted and a lower plate fitted to maintain size of lower arch until the canines and premolars were 
‘ on their way to complete eruption. A spring was included to move [2 labially. The alinement of the 


incisors and the occlusion is very satisfactory. The plate was worn at night only after the first three months. 


Fig. 2.—Female at 9 yr. 5 mth. and 12 yr. Angle Class I. Arches are small and teeth large. Space 
has been lost in upper. 1|] were extracted and a plate fitted to move 2/2 labially. 4'4 were extracted on 
eruption. There was always a deficiency in space for 532|. With 7| erupted it will not be possible to find 
room for 5) without increasing the incisor imbrication. This would have been better done much earlier. 
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Fig. 3.—Female at 9 yr. 9 mth. and 10 yr. 6 mth. Angle Class I. 6/6 extensively carious. Treatment: 
6 6 extracted and plate fitted to move 54! distally by a screw and 2) labially by a spring. In the first models it 
will be seen that |45 are erupting high up buccally. |DE were extracted and they erupted in alinement, 
but rotated. 


Fig. 4.—Female at 7 yr. and 11 yr. 2 mth. The supernumerary was extracted before treatment. Classifi- 
cation difficult. Probably Angle Class I. Space lost in all four buccal segments from caries or premature loss. 
The arches are small and the teeth large. Treatment: |CDE extracted and plate fitted with spring to move 


2 labially on eruption, and to prevent collapse of arch. ia were extracted on eruption. The occlusion 


and alinement of teeth is good. In most cases when the choice lies between a canine and premolar the 
latter will give a better result. In this instance |3 was shut out completely with the apex well medially. 
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jut I have not yet found a way of doing this 
accurately with an intra-oral film. 

I have very little to say about pressure 
habits and shall only touch on finger sucking. 
My general approach to the cure of it is to 
persuade the child that the whole trouble is 
that they cannot resist the urge just as they 
are falling off to sleep and that in order to 
remind them that they want to stop the habit 
they are to get their mother to sew on to the 
end of their pyjama sleeves a good-sized bag 
of material of a thickness of, say, sheet 
material. If they enjoy sucking this, they are 
to double the thickness and if this still fails, a 
large piece of carpet is to be added. I have not 
heard of the carpet being used yet, but the 
children seem to like this line of treatment and 
I have found it successful in a large proportion 
of cases. The degree of disturbance is variable 
and the open bite tends to improve when the 
habit is broken. The rate of improvement is 
often slower in a child of 9 and over and, in 
some cases, it seems to be unlikely that the 
upper and lower incisors will make contact. 
The tongue thrust is a complication, but I am 
inclined to think that, except with an over- 
sized tongue, natural vertical growth will, in 
the end, overcome any influence the tongue 
thrust offers, unless there is a genetic open 
bite tendency also operating. 

To summarize observation on the second 
part of the question, I would say that loss of 
space in the cheek teeth areas can be prevented 
by early detection of caries and insertion of 
fillings. Bite-wing films might be more fre- 
quently used in the deciduous dentition period 
to aid in early detection. Space retainers should 
be fitted immediately it is seen by observation 
and measurement that excessive loss of space 
is taking place, unless it is certain that some 
extraction will be called for in any event. A 
plate worn at night is sufficient and a small 
amount of lost space can be regained if a screw 
is included. Space lost in the lower leads to 
disturbance in both jaws, and so this jaw should 
receive priority in treatment. 

Leroy Johnson said that “the purpose of 
orthodontics is to correct and prevent the 
occurrence of tooth relations which will inter- 
fere with normal development and functional 


activities of the dental mechanism”. This 
quotation is from his Basic Principles of 
Orthodontics, which, although published in 1923, 
still remains a very important contribution to 
orthodontic literature. My impression is that 
he accepts as the best treatment any arrange- 
ment of teeth and arches which will maintain 
the dental structures and surrounding tissues 
in good health and contribute to the mental 
and physical well-being of the individual. I 
believe our general approach to the problem 
of treatment to-day is inclining this way and 
that when a result can be obtained by extrac- 
tion alone we choose it; and use simple 
appliances and short treatment whenever it is 
reasonable to do so. This treatment may not 
bring a result as good esthetically, or occlus- 
ally, as prolonged treatment would, but it will 
still be the best treatment unless we are quite 
sure it will shorten the life of the dentition. 
Only clinical experience will guide us and 
sometimes we have to decide that anything 
short of long treatment with complicated 
appliances will be a waste of time. 

I am reporting a number of cases which 
either illustrate the points I have raised or 
introduce some other item of interest. The 
final models are, in most cases, recently taken, 
and not at completion of treatment. 

[The President then showed 25 cases. Four 
are illustrated here and a selection from the 
remainder will be included in the March issue, 
together with the Discussion.—Hon. Ed.| 


In conclusion, I should like to say that the 
problem of orthodontics is part of the problem 
of children’s dentistry as a whole. The 
Departments of Conservation, Dental Medicine, 
Orthodontics, and Periodontology are all 
equally concerned. If they got together and 
examined a random sample of the child popu- 
lation of this country, it is certain they would 
decide that conservation treatment in the 
deciduous, mixed, and permanent dentitions, 
is the most urgent immediate need. 


Finally, I should like to record my thanks 
for assistance from Mr. A. J. P. Cousins, 
who has taken quite a big part in treatment of 
some of these cases, and to the Department of 


Medical Photography, University of Bristol. 
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SUPERNUMERARY MANDIBULAR INCISORS 


By H. E. WILSON, L.D.S. Q.U.(Belf.) 


Dental Surgeon to The London Hospital ; Lecturcr in Orthodontics, London Hospital Medical College: 
Orthodontist, St. Bartholomew’s Hospital 


THE incidence of supernumerary teeth in the’ that of the upper incisor region and reported 
mandibular incisor region is much less than cases are few. Stafne (1932) found that out of 


Fig. 1.—Model of lower teeth showing the supplemental Fig. 3.—Model of lower teeth of boy, 9 years, with five 
tooth erupting distolabially to 2). There is some gingival permanent incisors: |2 not fully erupted: 5 between 1/1. 
recession at ]. Five permanent incisors are visible. 


Fig. 2.—X-rays show permanent teeth to the Ist molars. 3} can be seen low on the X-ray; |s can be seen 
between |2c and 3 at |c apex. 


Fig. 4.—X-rays show permanent teeth to the Ist molars. |s is slightly smaller than adjacent teeth. 
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441 patients with supernumerary teeth, 9 had 
supernumerary lower incisors, 1 case having 
two additional incisors, and all were incisiform 
and in alinement with other incisor teeth. 

MacPhee (1935) reported 12 cases, out of 
which 2 cases had an additional lower incisor. 
Other isolated cases have been reported 
(Stones, 1951; Fastlicht, 1943; Hendler, 1941; 
and Oehlers, 1951). 

Two cases were seen recently in the Out- 
patients Department; one with bilateral 
supernumerary teeth and the other with an 
additional central incisor:— _ 

The first was a boy aged 8 years 8 months, of English 
parentage. Dentition: 6edcS21\/12cde6: S| was erupting 
labially between ¢2) (Fig. 1). Radiographs (Fig. 2) 
showed another supplemental lower incisor on the left 


side and all other permanent teeth present and normal 
in appearance; 3 3 were deep in the alveolus. The root of 


SOCIETY NOTES 


FEDERATION DENTAIRE 
INTERNATIONALE 


Jubilee Congress at Scheveningen 


In the year 1954, three Dutch dental societies 
commemorate respectively their 75th, 50th, 
and 40th anniversaries. They will celebrate 
them jointly by the organization of a Congress, 
at the same time as the Fédération Dentaire 
Internationale holds its XLII annual meeting 
in the Netherlands. 

The Congress and the F.D.I. will both meet 
at Scheveningen during the week after 
Whitsuntide (June 8-14, 1954), the Congress 
having the disposal of the Kurhaus localities, 
while the Headquarters of the F.D.I. will be 
at the Palace Hotel. 

The language difficulty will be overcome by 
the installation of apparatus in the great 
Kurhaus-Concert Hall for “simultaneous 
translation” into French, English, and 
German. This will allow the participants to 
the Dutch Jubilee Congress, whilst showing 
all consideration to foreign guests, to speak 
freely in their own language. 

The Congress will be devoted to Prevention 


in all fields of Dental Practice, i.e., Caries 


the right deciduous canine is resorbed on its medial aspect 
where the supplemental incisor is in contact with it. 


The second, also a boy, aged 9 years, had the following 
dentition: 6 ¢21/Si2c 6- |S was slightly smaller and 
more barrel-shaped than the central incisors (Fig. 3). 
In the X-rays (Fig. 4) the roots also appear thinner 


than those of the adjacent teeth. 
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Prevention, Importance of Nutrition, Ortho- 
dontic Prevention, and all relevant problems 
in the field of Periodontia. Well known 
colleagues, both at home and abroad, have 
agreed to speak on one of the subjects and the 
last day will be given to panel discussions by 
experts on the themes covered during the 
Congress. 

It need hardly be mentioned that due 
attention will be given to the social activities 
of the programme, as it goes without saying 
that the Ladies will be heartily welcome 
and that we are looking forward, during 
Scheveningen’s summer season, to an im- 
pressive jubilee doing full justice to science 
and to entertainment. 


INSTITUTE OF BRITISH SURGICAL 
TECHNICIANS (INC.) 


A LECTURE will be given by Mr. L. H. Johnson, 
on “ The Construction of Orthodontic Appli- 
ances”’, on Tuesday, Feb. 23, at 6.30 p.m. 
at the Eastman Dental Hospital, Gray’s Inn 
Road, W.C.1. 

Admission tickets are obtainable on sending 
a stamped addressed envelope to the Institute, 
or through members. 
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CASE REPORT 


AN UNERUPTED MIDLINE SUPERNUMERARY IN THE 
MAXILLARY INCISOR REGION WITH ASSOCIATED 
PSYCHOLOGICAL SYMPTOMS 
By DONALD SOUL, F.D.S. R.C.S. 


THE patient was a boy aged 8}. His mother 
complained that the child could only be 
induced to eat with great difficulty and as a 
result had taken him to a child welfare clinic 
where he had been under psychiatric treat- 
ment for some months. There had been no 
improvement, however, and the child had 


Fig. 1.—Radiograph, Jan. 11, 1952. 


recently complained of discomfort in the 
mouth. | 

On EXAMINATION (Jan. 11, 1952). — The 
child appeared undernourished, was very 
nervous, and cried throughout the examina- 
tion. The dentition was mixed, with no caries, 
but with a wide midline diastema between the 
upper central incisors. There was some tense- 
ness of the mucosa palatally to the teeth, 
with tenderness to pressure. Radiographic 
examination showed a supernumerary incisor 
tooth wedged between 11 (Fig. 1). 

OPERATION (Feb. 23, 1953).—Under endo- 
tracheal anesthesia the unerupted super- 
numerary was approached by raising a 
palatal flap and removed without difficulty. 
Healing was uneventful. 

March 7: Soft-tissue healing was complete, 
the diastema being very much smaller. The 
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child’s general condition had improved 
markedly. He appeared much more cheerful 
and made no objection to being examined. 
The mother said that his appetite had returned 
within a few days of the operation. 

April 26: On examination, the child was 
happy and co-operative, in marked contrast 


Fig. 2.—Radiograph, April 26, 1952. 


to his attitude at the original examination. 
The upper central incisors were in contact, 
as shown by the radiograph (Fig. 2). 

Comment.— Although supernumerary maxil- 
lary incisors are not uncommon, this case has 
unusual associated features. It is probable 
that the loss of appetite was induced by the 
discomfort of mastication and that the 
“psychological” symptoms had this purely 
physical cause. It will also be noted that the 
diastema closed with great rapidity following 
removal of the supernumerary. 

This case emphasizes the necessity for radio- 
graphic examination of abnormally spaced 
incisor teeth. 


‘“*A new truth is a truth; an old 
error is an error.” —OLD PROVERB. 
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FLUORINE CONTENT OF A RENAL CALCULUS 


By CHARLES DILLON, D.D.S., L.D.S. 


RECENTLY it has been demonstrated that 
fluorine can bring about a progressive degenera- 
tion of the vital elements of dental pulp, indi- 
cating that mottling of teeth is a progressive 
condition (Dillon, 1953). Fluorine is stored at 
the expense of vital elements of teeth and 
bone, and when once the vital tissues become 
degenerated ectopic calcification rapidly takes 
place. 

A specimen of renal calculus (Fig. 1) was 
obtained and tested for fluorine content. The 
calculus was first reduced to a powder, then 
distilled with 50 per cent sulphuric acid, and 
the fluorine determined according to the 
method of Willard and Winter (1933). After de- 
ducting a determined blank on reagents, a value 
of 2,000 parts fluorine per million was found. 

Among the aetiological factors of renal 
calculus, Mekie and Fraser (1936) made the 
following observations 

1. Saturation or supersaturation of the 
urine by crystalloids resulting from excessive 
ingestion of a particular salt, either in food 
or drinking water. 

2. Colloid content: The most frequent factor 
is urinary infection, errors of general body 
metabolism, or inability of the kidneys to 
excrete the necessary colloids. 

3. Reactions of the urine: Salts in solution 
may be precipitated if the urine reaction is 
altered before being voided. 

4. Presence of nucleus of crystallization, 
e.g., colonies of bacteria, desquamated epi- 
thelial cells, collections of mucus or, more 
rarely, parasites. 


Oxalic acid has been blamed as a contribu- 
tory factor in the formation of some forms of 
renal calculi. Fluorine has never been con- 
sidered in this connexion so far, but it would 


Fig. 1.—Renal calculus from man of 39. Fluorine 
content 2,000 p.p.m. 


seem that it is worthy of further investigation 
since fluorine has been shown to be capable 
of bringing about degeneration of living cells 
and has a predilection for damaged or de- 
generated areas. It may happen that fluorine 
can influence the rate of growth of established 
calculi. 
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Considerations in the Treatment of 
Thumb-sucking 

The problem is divided into two groups :— 

1. Those presenting before the eruption 
of the permanent incisors, which are not 
treated. 

2. Those presenting after the eruption of 
the permanent incisors. This latter group is 
treated as follows :— 


a. The patient’s co-operation is first obtained. 

b. An oral screen is made if the patient is 
a thumb-sucker only whilst asleep. 

c. A removable plate is made with a wire in 
the palate to break the sucking seal if the 
patient is a thumb-sucker during the day. A 
labial bow is incorporated to retract upper 
incisors if necessary.—CoHEN, MELVIN L. 
(1953), J. Dent. Child., 20, 52. 
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DENTAL SERVICE IN THE COMMONWEALTH 


THE SIERRA LEONE DENTAL SERVICE 


By D. GOLLAN, L.D.S., R.F.P.S.* 


GEOGRAPHICAL AND ECONOMIC 
BACKGROUND 


SIERRA LEONE in West Africa was formerly 
given the unpleasant title of the ““ White Man’s 
Grave’. Its size is approximately that of 
Scotland, its coastline possessing some of the 
finest beaches in the world. The interior of the 
country is very mountainous. 

The population of about two _ million 
comprises some twenty or thirty different 


Fig. 1.—* Hands” of piassava being prepared for 
the market. The headman, in army greatcoat and 
woollen cap. is talking to an agricultural officer. 


African tribes, most of them speaking different 
languages, Creoles, who are the descendants 
of liberated slaves, Syrians, and Lebanese, and 
Europeans of different nationalities. 

The chief natural products of the country 
are oranges, kolanuts, rice, cassava, palm 
kernels, bananas, and piassava. The last-named 
is a palm product which is used in the manufac- 
ture of brushes. Exports of these products 
are valued at about a quarter of a million 


pounds a year. (Fig. 1.) 


* Major Gollan served in the Army in France and West 
Africa and was then appointed to organize the Sierra 
Leone dental service. The service was started from 
humble beginnings and is now a flourishing department 
of the health services in Sierra Leone. 
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There are two large mines in the Pro- 
tectorate, one producing excellent iron ore, and 
the other gem and industrial diamonds. 
Mining has also been commenced where a large 
deposit of chrome ore has been found. 


DENTAL CONDITION OF POPULATION 


Broadly speaking, the dental condition of 
the peoples of Sierra Leone is very bad. This 
is owing to the lack of a dental service prior 
to 1944, malnutrition, neglect, and a general 
apathy towards routine conservative treat- 
ment. The more primitive the native, the 
better the dentition. The Creole, or town 
dwelling African, has invariably a most un- 
healthy mouth and requires constant attention. 

The Syrian and European population, 
comprising some 10,000 people, make good 
patients inasmuch as_ they make regular 
appointments at the dental centres. 


TREATMENT FACILITIES 

The principal treatment required by the 
European and Syrians is conservative and 
periodontal, the latter race being par- 
ticularly keen on gold crowns and _bridge- 
work. The Creole requires every type of dental 
treatment, including dentures, but the prim- 
itive Africans principally require the extrac- 
tion of one or more very carious teeth. 

As more and more schoolchildren are being 
examined and treated, conservative dentistry 
will, in time, be the general routine (Fig. 2). 

A considerable amount of various treat- 
ments are carried out for the troops of the 
different West African Regiments. Prisoners 
of the local prisons, and boys from the 
approved schools also receive dental treat- 
ment regularly. 


For the year 1952 the figures were :— 


Patients treated .. 10909 
Extractions... 8377 
Local anesthetics 1031 
Fillings .. 2374 
Other treatment 864 
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Fracture | 4 
General anesthetics .. 15 
Scalings a 290 


The principal dental centre is at Freetown, 
the capital, which has a population of 100,000. 
It comprises two fully equipped modern 
surgeries, two waiting-rooms, one toilet room, 


arranged to outlying areas. To get to these 
remote districts various means of transport 
are used—trains, ferry, motor lorry, and 
motor launches, and in some cases canoes are 
used (Fig. 3). 

The care of equipment presents a particular 
problem in the tropics owing to the humidity 


Fig. 2.—Mr. Gollan, the Dental Surgeon, and 
female receptionist on a routine school inspection at 
Freetown, Sierra Leone. 


i 


Fig. 4.—The dental surgeon with two African 
receptionists. 


and a laboratory. In the past, the up-country 
towns and villages were visited about twice a 
year by a dental surgeon with a portable 
dental unit, who stayed in each place for a 
few days, the equipment being installed in 
some annexe of the town or village hospital or 
dispensary. 

A static dental centre with modern equip- 
ment has been organized at Bo, the central 
protectorate town, from which treks are 


Fig. 5.—African dental mechanics. 


of the atmosphere, which tends to rust any 
metal parts very quickly. Moving parts such 
as handpieces require constant lubrication. 

The dental staff comprises three dental 
surgeons, one European and two African, two 
African dental mechanics and three African 
female dental surgery attendants (Figs. 4, 5). 
Another African dental surgeon is expected in 
the near future to take over the treatment of 
schoolchildren. 
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The dentitions of the African native show a 
high incidence of caries, with heavy calculus 
deposition. Most of them have the third 
molars in position, but there are many cases 


Fig. 6.—Native girl, about 14 years old, with a 
lower first molar protruding through the cheek. 


of impaction and partial eruption, which 
involve many difficult extractions. 

Despite the good physique of the average 
African, he is very prone to fractures of the 
mandible. An average of five fractures a year 


are treated, resulting from accidents or brawis. 

The belief that Africans have magnifice:t 
teeth is not correct: the contrast of the incisor 
teeth against the dark skin gives that 
impression, but in fact hides the true state of 
affairs. Caries is rampant and many broken- 
down and septic molar teeth lead to osteo- 
myelitis, which is often seen in the mouth of 
the bush native. There is very little oppor- 
tunity of professional treatment in remote 
villages. If and when they are ultimately seen 
by a dental surgeon large sequestra have often 
formed in the mandible and maxilla, with a 
high degree of associated sepsis. 

Two cases have been seen by the author 
where a carious molar, embedded in pus, had 
ultimately penetrated through the cheek and 
the whole of the crown protruded (Fig. 6). 

It is obvious that the need for a larger 
dental service in Sierra Leone is very great and 
it is hoped that in the near future one or more 
qualified African dental surgeons who are at 
present gaining experience in the United King- 
dom will be recruited. 


Tissue Reactions around Artificial Crowns 


This is the first comprehensive histologic 
examination of the tooth reactions around 
artificial crowns. The experiment was per- 
formed on 17 teeth in two dogs, the prepara- 
tion of the teeth being under nembutal 


from Other Journals 


ABSTRACTS 
| 


anesthesia and crowns of thermocuring acrylic 
fitted. The observation period varied between 
28 and 84 days. Fixation of the jaws was for 
three days, followed by immersion in chloro- 
form to dissolve the acrylic crowns and so 
avoid disturbing the soft-tissue relationship. 
Decalcification and sectioning ensued. 

Under favourable conditions the epithelium 
was found to lie against the acrylic crowns in 
the same way as the epithelial cuff (epithelial 
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attachment) is related to the natural tooth. 
It was concluded, therefore, that the acrylic 
material did not itself cause any significant 
irritation. On the border between the crown 
and the epithelial cuff a membrane was 
observed which completely resembled the 
primary cuticle and was in some cases found 
to be thicker than in others and to give a 
keratin-like staining response. These obser- 
vations caused the author to question the 
belief that the primary cuticle is derived 
from the enamel and that it is calcified, and 
question whether there is any qualitative 
difference between the primary and secondary 
cuticle. Where a space between a crown and 
a tooth existed, necrotic tissue was observed 
to be causing irritation of the epithelium and 
the connective tissue. Where large amounts 
of fixing cement were left behind in the 
pockets, these acted as major irritants and 
deepening of the pocket occurred, whilst small 
amounts produced slight inflammation with- 
out deepening of the pocket, when conditions 
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were otherwise favourable. Reattachment 
was observed in a case where the preparation 
had passed beyond the bottom of the existing 
pocket and where the crown did not com- 
pletely cover the prepared region. This re- 
attachment extended to the cervical margins 
of the crowns and further encouraged the 
belief that well-fitting crowns did not cause 
an irritation leading to a deepening of the 
pocket. 

Ten well-fitting porcelain jacket crowns and 
five gold crowns removed from humans at 
autopsy were also examined histologically. 
Extreme care was taken in removal of the 
crowns after decalcification and the observa- 
tions showed that there seems to be no 
difference between the tissue reaction to 
artificial crowns in dog and man, nor does 
there appear to be any different reaction 
between the three materials—porcelain, gold, 
and acrylic. 

It is concluded that if the preparation of a 
tooth to receive the crown is extended to the 
bottom of the existing pocket as near as is 
technically possible without severing the 
periodontal fibres and then a perfect fitting 
crown is made, and the crown adequately 
cemented with complete removal of the excess 
cement, then no untoward effects will be 
produced.—WaeERHAUG, J. (1953), J. Perio- 
dont., 24, 172. 


Local Effects of Certain Medicaments on 
the Teeth 


There can be many causes for gross caries 
in the teeth of young children from the age of 
2 upwards, but if a child known to have normal 
dental structures suddenly develops rapid 
decay, particularly on the labial and buccal 
surfaces, chemical damage probably caused 
by the protracted use of some of the commonly 
used iron tonics must be considered. 

Some of these tonics are very acid, and a 
laboratory test to ascertain the effect on the 
teeth of some of these iron tonics was carried 
out. Sound teeth were suspended for a week 
in the various liquids at blood temperature 
with part of the crown immersed beneath the 
surface. In this case the resultant degree of 


‘damage to the teeth was proportional to the 


acidity of the solution. Syr. ferr. phosph. co. 
caused most damage, and mist. ferr. sulph. 
produced severe etching and decalcification 
of the enamel. Elix. ferr. glucon. produced 
very slight etching, with milky-white decalci- 
fied areas. No macroscopical effect was seen 
on teeth immersed in mist. ferr. et ammon. 
cit. or colliron. 

If, as is often the case, the tonic is sweetened 
with syrup, the risk of caries will be consider- 
ably increased. In severe cases the teeth 
eventually disintegrate, break off level with 
the gum, and leave roots that quickly become 
diseased. 

It is not suggested that dental damage 
invariably follows the use of iron tonics. The 
amount of harm depends on the acidity of 
the tonic; on the frequency, length, and method 
of administration; and on individual suscepti- 
bility. But the regular introduction into the 
mouth of highly acid and syrupy fluids is 
obviously a potential risk to the dental 
structures.—JAMES, P. M. C., and PAaArrFitr, 
G. J. (1953), Brit. med. J., 2, 1252. 


Results of a Three-year Study of Vincent’s 
Infection at the Great Lakes Naval Dental 
Department 


This was an investigation to determine the 
epidemiology and any factors which might 
lessen the occurrence or hasten the recovery 
of patients suffering from acute ulcerative 
stomatitis of Vincent’s type. There were made 
extensive laboratory investigations in the 
form of R.B.C.s, W.B.C.s, differential counts, 
Hb investigations, Wassermann and Kahn 
tests, vitamin C determinations of blood- 
plasma; bacteriological examination, including 
both dark-field stained smears and the culture 
of fluid from beneath typical papillae. In 
addition aspirated fluid was inoculated into 
rabbit cornea and the eyes examined histo- 
logically. Pain was the chief complaint in 
44 per cent of the cases and bleeding in 25 
per cent. No cases were able to identify 
contact with a possible carrier. Over-indul- 
gence in drinking and smoking was affirmed 
in 48 per cent of the cases; 95 per cent showed 
a pyrexia varying from 1-3 per cent and 
diarrhoea was present in 6 per cent, but did 
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not appear to be associated with the severity 
of the oral lesions. A minor degree malaise 
was experienced by 16 per cent. Submaxillary 
lymphadenopathy was present in 25 per cent 
of the cases, and neighbouring lymphatic 
glands were affected in a further 7 per cent. 
Twenty per cent presented with erupting third 
molars. Hematological examinations were 
all within the normal limits, but the vitamin 
C level of 22 Vincent cases was 0-602 mg. per 
cent as compared with 0-91 mg. per cent in 
23 normals. 

It was concluded that bacteriological exami- 
nation by dark-ground illumination was the 
only way of differentiating between Borrelia 
buccale and Borrelia vincenti, as staining pro- 
duced distortion i: the organisms. Borrelia 
buccale predominated by 80 per cent. The 
appearance of individual spirochetes, fusiform 
bacilli, and cocci varied so greatly that any 
predominance could not be determined. The 
only consistent pathological finding was the 
lack of keratinization, but it was observed that 
the areas from which the tissue had been 
removed appeared to heal faster than the un- 
disturbed areas. No herpetic vesicles were 
observed in the sectioned rabbits’ eyes and no 
support for the theory of epidemic spread was 
found. 

Five types of treatment consisting of 
penicillin (20,000 units per troche), penicillin 
(5,000 units per troche), Churchill’s iodine 
followed by 10 per cent silver nitrate, hydrogen 
peroxide irrigation and home use, and terra- 
mycin (to a total of 2 mg.) showed no very 
significant difference in the results obtained. 
—CarTeErR, W. J., and Baty, D. M. (1953), 
J. Periodont., 24, 187. 


Retention of Infected Primary Teeth as 
Space Maintainers 

The practice of retaining infected primary 
teeth indefinitely for the purpose of maintain- 
ing space is deplored. The reasons are as 
follows :— 

1. Intra-oral infection lowers physical 
resistance. 

2. Apical infection may disrupt enamel 
organ of successor. 

3. Caries endangers approximating teeth. 
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4. Infected roots may not resorb, causi ig 
mal-eruption of successor. 

9. Infection can have a systemic and a local 
effect upon health. 

6. If cellulitis occurs needless suffering aid 
danger are added. 

7. Efficiency of nutrition is impaired by 
tender teeth causing abnormal chewing 
habits and selection of foods. These teeth 
should be extracted, or the infection 
eliminated.— Erwin, R.M. (1953), J. Dent. 
Child., 20, 66. 


Primary Tuberculous Infection of the Gum 
of Bovine Origin 


A review of the literature on primary 
tuberculous lesions of the mouth is made. A 
case report of a girl aged 14 years is presented. 
It is stressed that in histological examination 
of bio;sy specimens several sections should be 
examined as the number of bacilli in the 
primary lesion may be small and the charac- 
teristic histological appearance difficult to 
locate. It is suggested that the bacilli in this 
patient may have gained ingress to the tissues 
as a result of trauma from the bristles of a 
brush. During treatment by streptomycin 
and P.A.S., several satellite tubercles developed 
around the primary ulcer, and in addition 
many fresh glands became palpable between 
the ninth and sixteenth day after the com- 
mencement of chemotherapy.—GALLOWAY, 
J. W., and Horne, N. W. (1953), Brit. dent. J., 
95, 9. 


A Calibrated Silver Point for Periodontal 
Diagnosis and Recording 


The value of some radio-opaque material 
for insertion into periodontal pockets is 
explained, and the use of a set of calibrated 
silver points of different lengths is described 
and illustrated. 

The precautions to be observed in the use of 
these points, which are generally associated 
with their smallness, are stressed, and the 
advantage of this type of diagnostic measure 


is said to be that it combines all the properties. 


of the graduated periodontal probe with those 
of the gutta-percha point.—HrrscHFreLp, L. 
(1953), J. Periodont., 24, 94. 
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Simplifying Our Orthodontic Problems 


In correcting habits we have to be a com- 
bination of dentist, orthodontist, psychologist, 
and psychiatrist. We can cope with and 
correct these detrimental habits by thinking, 
listening, analysing, and carefully observing 
the patient and, if possible, his parent or 
parents. 

Most open bites are not a deformation of 
skeletal pattern but are the result of per- 
verted use of the tongue in swallowing. The 
tongue in normal swallowing is in such a 
position that the dorsal surface is in contact 
with the hard and soft palates, exerting its 
pressure against them in an upward and 
lateral direction. Its tip and edges do not 
protrude between the teeth at any point. The 
tip of the tongue does not come forward any 
farther than the lingual gingival margin of 
the maxillary incisors. In open-bite cases the 
tongue does not arch up in the palatal vault, 
but lies flat in the mouth. Due to this lack of 
arching, it needs more room laterally and, 
therefore, protrudes anteriorly and causes the 
maxillary incisors to be pushed forward, 
upward, and outward. In some cases the 
tongue extrudes laterally between the buccal 
teeth, and the open bite is produced in one 
or both of the buccal segments. 

General Directions for Correction of Improper 
Swallowing and Tongue Perversion.— 

1. Have the patient hold a mirror so that 
he can watch himself. 

2. Have him swallow as he normally does, 
then show him how his tongue comes between 
his teeth. Use everyday language that the 
patient will understand. 

3. Now take a small, irregular piece of 
Life Saver, Sen Sen, Charms, or even a small 
piece of wax. 

4. Now take a blunt instrument and tap 
the posterior part of the hard palate, in the 
midline, about one-eighth of an inch anterior 
to its posterior border. In this way the 


patient will know where the Life Saver is to 
be held. 

5. Place the small piece of hard candy on 
the dorsum of the tongue. When the tongue 
is relaxed and contained within the boundaries 
of the lower teeth, the piece of candy should 


be in line with the distal surface of the last 
erupted mandibular molars. 

6. The patient then is told to hold the piece 
of .Life Saver on his tongue as you have placed 
it; then to place it against the spot on the 
roof of his mouth that you have just poked 
with the blunt instrument. 

7. The patient will see that his tongue does 
not protrude between the teeth if this is done 
properly. 

8. If the swallowing has been done im- 
properly on the first try, the only casualty 
will be that he will swallow the small piece 
of Life Saver. 

9. Start over again and have the patient 
sit and practise this for a while before he is 
dismissed. 

The author similarly describes his method 
of helping the patient to overcome thumb- 
sucking and nail-biting habits and gives eight 
case histories.— WHITMAN, C. L. (1953), Amer. 
J. Orthodont., 39, 571. 


The Structure of the Epithelial Attachment 
revealed by Phase Contrast Microscopy 


The need for studying the relationship 
between the enamel and the epithelium by 
phase contrast microscopy in preference to 
any other method of histological investigation 
is discussed. The advantages claimed for this 
method are the preservation of the exact 
relationship and the avoidance of tissue dis- 
tortion by the use of fixatives. 

Hurzan biopsy material consisting of healthy 
marginal gingive of incisors and pericoronal 
flaps of erupting molars from six young persons 
was examined. 

It was found that the epithelial attachment 
is a fibrillar structure and tonofibrils of it are 
in continuity with the primary enamel cuticle. 
The ameloblasts are replaced by young pro- 
liferating prickle cells which fuse with the basal 
layer of the oral epithelium, whilst continuity 
of the tonofibrils is maintained. 

It was also found that the tonofibrils depend 
upon the viability of the epithelial cells, dis- 
integrating when the cell dies. 

Shedding of the surface layers of the oral 
epithelium is due to a break in the tonofibrillar 
continuity due to necrobiotic changes in the 
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superficial cell layers. Similarly, separation of 
the epithelial attachment (passive eruption) is 
achieved by atrophy of the superficial attached 
layers, and downgrowth by proliferation of the 
germinal layers rootward. Only basal cells can 
produce or elongate the tonofibrils. 

It was concluded that the normal methods 
of tissue fixation increased a production of 
cuticle-like artefacts at various tissue junctions. 

The clinical significance of these observations 
is that attention is drawn to the need for pre- 
serving vitality of the gingival epithelial cells 
in order to prevent epithelial detachment from 
the root surfaces.—Baume, L. J. (1953), J. 
Periodont., 24, 99. 


A Radiographic Technique for the 
Temporomandibular Articulation 


A technique for radiography of the temporo- 
mandibular joint using standard dental radio- 
graphic apparatus with the addition of a few 
easily constructed accessories is presented. 

Advantages of the technique are as fol- 
lows: 

1. Simplicity. 

2. Radiographs possess good interpretive 
qualities. 

3. Original position of patient can be dupli- 
cated at future examinations. 

4. Multiple exposures can be made on one 
film without altering the tube-patient-film 
relationship. 

5. Condyle can be examined from varying 
aspects. 

6. Accurate measurement of condylar move- 
ment can be made from orientation lines. 

A 15°-angleboard is simply constructed from 
wood and a sheet of plastic provides a slide 
tunnel through which the cassette is moved 
for multiple exposures. Plastic ear positioners 
are screwed to the plastic sheet. The plastic 
tunnel is covered by leaded rubber with a 
circular opening for a four-exposure tech- 
nique and a smaller rectangular opening for 
six exposures. The X-ray machine is positioned 
by means of vertical alining rods at the top 
and the side of the angleboard. The head 
position recorder consists of an adjustable 
support to which has been attached a plastic 
protractor (calibrated in letters) with a 
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movable metal arm for recording sagitial 
plane position. This assembly fits on the sie 
alining rod which has been calibrated in nu:a- 
bers to record nose-tip height. The cone of tie 
machine is replaced with an aluminium filter 
disk and a lead diaphragm with an opening 
1 to 14 in. in diameter. 

Cassettes (8 x 10 in.) containing slow- 
speed, high-definition intensifying screens are 
used. Exposure time at 60 kv., 10 ma., varies 
from 14 sec. for children to 34 sec. for the 
average adult. It is recommended not to 
exceed six exposures of the same area at one 
sitting. 

The author describes his technique of 
positioning, and recording the position of, the 
head, and reproduces some impressive radio- 
graphs of the temporomandibular joint with 
the condyle in varying positions. A superior- 
oblique technique used when examining for 
erosions or deposits is also described.— 
UppecraveE, W. J. (1953), Amer. J. Orthodont., 
39, 495. 


Histoplasmosis in Great Britain 

A fatal case of disseminated histoplasmosis 
is recorded, in which the oral lesions were 
present, namely ulceration of the inside of the 
right cheek and hard palate. The ulcers were 
about 2 cm. in diameter and were granuloma- 
tous in appearance, with a raised rolled edge. 
Histoplasmosis is a disease of the reticulo- 
endothelial system caused by infection with 
a fungus Histoplasma capsulatum, and _ is 
characterized by enlargement of the liver and 
spleen, fever, anemia, and leucopenia. This 
disease is also known as “reticulo-endothelial 
ATKINSON, and 
GRIEVE (1953), Brit. med. J., Oct. 17., 857. 


Science, Art, and Ceramic Fundamentals 
involved in Porcelain Jacket Crown 
Prosthesis 


Selection of cases and accurate diagnosis, 
including apical and bite-wing films, are neces- 
sary in jacket crown work. The films will help 
in the disclosure of any tooth and periodontal 
abnormalities and show the position of the 
pulpal horns. A further aid to a satisfactory 
result is a stone study model. In some cases 
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preliminary orthodontic treatment is indicated. 
Usually no more than 1 mm. of tooth tissue is 
removed and the prepared shoulder is placed 
just beneath the gum margin. Other important 
points in the preparation include a slightly 
tapered stump of adequate length, the rounding 
of the four axial angles, and the placing of the 
shoulder and the incisal surface at right angles 
to the applied stresses. Colour selection and 
blending are a matter of their appreciation, a 
recognition of colour variations in different 
lights, and the application of these factors calls 
for experience and experiment. 

The method described of packing the unfused 
porcelain is based on the one suggested by 
Clark. The ultimate aim is to have the porce- 
lain thoroughly condensed, with the closest 
possible apposition of the grains of porcelain, 
free from air and moisture, built to the 
desired size and form, with the _ colours 
correctly blended. Clark’s procedure employs 
the vibration, with linguo-incisal matrix, 
absorption, and spatulation methods. 

The working cast with an amalgam or 
copper-plated die in correct position consists 
of a hydrocal model with a piece of square 
metal tubing embedded to hold the die 
accurately. The die is constructed in the usual 
manner, but in addition a piece of 14 gauge 
square orthodontic wire, about 2 in. in length, 
is secured to the apex of the die in line with 
its long axis. Prior to pouring the cast a piece 
of square metal tubing, about ? in. in length, is 
placed over the square wire with one end of the 
tubing contacting the apical end of the die. 
The wire should extend apically about 14 
in. beyond the top of the cast so that the 
applied moist porcelain may be vibrated by 
pushing the serrations on the carver (e.g., Le 
Cron) back and forth across the wire when the 
die is in position in the cast. Certain other 
details at this point conform with the usual 
methods. 

The working parts being assembled, the 
next step is to make a slightly oversized wax 
crown on the platinum matrix. The oversize 
will allow for porcelain shrinkage. The linguo- 
incisal core is made in modelling compound 
and applied to these surfaces on the wax crown 
and adjacent teeth. Tin-foil is applied to the 
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chilled compound after dusting it with talcum, 
and the tin-foil in turn is covered with a film 
of lard oil to allow separation between the foil 
and the condensed porcelain. The wax crown 
is now removed from the platinum matrix, the 
die and the working model re-assembled, and 
the tin-foiled compound core applied to the 
lingual surface of the model and the die. The 
porcelain is now applied by the method most 
suitable to the individual operator, taking care 
that it is applied lingually to the tin-foil and 
vibrated into place with the serrated carver on 
the square wire extension.—KLAFFENBACH, 
A. QO. (1953), Dent. J. Aust., 25, 56. 


Is Vital Pulpotomy worth while ? 


A statistical check was made on a series of 
partial pulp amputations performed by under- 
graduates at the Washington University 
Dental Clinic on primary and permanent 
cheek teeth. 

All amputations were performed under local 
anesthesia, and rubber dam, and the vital 
root canal contents were covered with calcium 
hydroxide in saline, zinc phosphate cement, 
and amalgam. The teeth were checked both 
clinically and radiographically. 

Primary teeth at time of checking had been 
retained up to 36 months, and permanent 
teeth up to 42 months. Of the 29 primary 
teeth checked, 26 were successful, and of 
the 16 permanent teeth checked 12 were 
successful. 

It was concluded that in the hands of under- 
graduates the use of partial amputations 
seemed justified.—STRANGE, EVELYN M. 
(1953), J. Dent. Child., 20, 38. 


Complex Fractures of the Middle Third of the 
Face and Their Treatment 


In 190 cases of fractures of the middle third 
of the face the percentage incidence of types 
of accidents showed 32 per cent that were due 
to motor-cycle accidents—the highest figure. 

The classification used is that of Le Forb. 
The mechanism of displacement, together with 
signs and symptoms of the type of fracture, are 
discussed. Radiological investigations and 
differential diagnosis are also mentioned. 


Treatment includes mobilization, reduction, 
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and fixation. The treatment of special prob- 
lems, such as the split palate, alveolar frag- 
ments, edentulous patient, cerebrospinal 
rhinorrhea, etc., together with complications, 
also receive due attention. 

The article ends with a plea that special 
centres, equipped both surgically and dentally 
to deal with these injuries, be allowed to have 
these patients as early as possible after their 
accidents.—Dawson, R. L. G., and Forpyce, 
G. L. (1953), Brit. J. Surg., 61, 254. 


Planning and Designing Removable Partial 
Dentures 

Good removable partial dentures are the 
results of :-— 

1. A thorough general examination of the 
mouth with roentgenograms. 

2. A thorough prophylaxis, and the treat- 
ment or removal of all questionable teeth. 


3. The repair of all carious lesions. 

4. Obtaining a preliminary impression and 
study casts and articulating them. 

5. Drawing a tentative design on study 
casts, preparing occlusal rests and teeth by 
grinding. 

6. Obtaining an accurate impression after 
all teeth are prepared. 

7. Remembering that the basis for all 
successful partial denture is summed up in the 
words: plan—design—construct. 

The principles of surveying, the signific- 
ance of the survey line, the relation of 
the clasp to the survey line, and the oppor- 
tunity presented by tilting the cast to 
control the location of undercuts, are basic 
factors which will enable the prosthodon- 
tist to solve any removable partial denture 
problem.—Scumipt, A. H. (1953), J. pros. 
Dent., 6, 783. 


BOOK REVIEW 


THE DENTISTS’ HANDBOOK ON LAW AND 
ETHICS. With Sections on Forensic Den- 
tistry, Income Tax, and Superannuation. 
By W. R. F.D.S., H.D.D. 
R.C.S. Edin., L.D.S. (U. St. And.), Lecturer 
and Examiner in Dental Jurisprudence, 
University of St. Andrews, and H. D. 
Barry, of the Middle Temple, Barrister-at- 
Law; Assistant Secretary, British Dental 
Association. With a Section on Income Tax 
by W. Donatp, C.A., Accountant to the 
British Medical Association. 52 x 82 in. 
Pp. 328 + xiv. 1953. London: Eyre & 
Spottiswoode (Publishers) Ltd. 28s. 

Tuts excellent book on the diverse nature of 

all the professional aspects of dentistry 

deserves to be read by every member of the 

profession, including the student body. It is a 

guide through the modern maze of government 

enactments which have engulfed the profession 
in recent times. With the passage of time, 
particularly since the advent of the national 
health scheme, the problems of dental practice 
have increased enormously in extent and com- 
plexity. The dental surgeon and the student is 
expected to know just where they stand in 
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relation to the State: for ignorance is no excuse. 
The cry for clinical freedom has gone forth 
many times, but surely it is time we had a 
little administrative freedom. One wonders, 
in reading the first part of this book, just how 
the whole system works, as it undoubtedly 
does. This part deals with the relation of 
the dentist to the State, to the organized 
dental services, to the public, and to his 
colleagues. 

The second part is an interesting two chapters 
on forensic dentistry, a new subject for dental 
books. The courts of law in England and 
Scotland are discussed, together with a well- 
written chapter on identification by teeth and 
jaws, with illustrations from some well-known 
criminal cases. The final chapter is on income 
tax and superannuation. This chapter is full 
of useful information, but it is hoped that the 
figures quoted will soon be outdated when the 
income tax is reduced. The price at 28s. is 
cheap even for students. A tremendous 
amount of hard research work must have gone 
into compiling this book, which will greatly 
assist both the practitioner and the student. 


N. L. W. 
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DERMATOSES AFFECTING THE LIPS AND 
BUCCAL MUCOSA* 


By H. W. BARBER, M.A., F.R.C.P. 
Consulting Physician, Skin Department, Guy’s Hospital 


I tHiInK I can claim that throughout my 
professional life my relationships with your 
own profession have always been of the 
happiest, apart, of course, from some personal 
discomfort that I have suffered at your hands 
from time to time. It is therefore a privilege 
to give this address. 

To allay your fears I would say at the outset 
that I have no intention of discussing focal 
infection, with which I dealt fully in my 
Prosser White Oration last year (Barber, 1953) 
except for a casual reference to it as the need 
may arise. Although your primary interest is 
in the teeth and gums and that of the derma- 
tologist in the skin, we meet on common 
ground in so far as the lips, mouth, and tongue 
are concerned, and these structures are of 
equal importance to us both. If I attempt to 
discuss from the dermatological standpoint 
some of the morbid conditions that may affect 
them, I realize that you may be familiar with 
others of which the dermatologist is but dimly 
aware. 

Obviously I cannot offer you a coniprehen- 
sive review of the subject this evening. In 
the Nouvelle Practique Dermatologique, pub- 
lished in 1936, such a review, which is by no 
means complete, occupies 78 pages. I have 
thought it better, therefore, to select at random 
a few conditions—some common, some rare— 
which for the most part concern not only 
ourselves, but also the general physician. 


* Dr. Barber’s lecture was accompanied by illustra- 
tions. 


Both in their structure and their origin the 
mucous membranes of the mouth and genital 
organs are closely related to the skin. They 
possess a papillary body and a stratified epi- 
thelium, but there is one important difference 
—the granular layer is normally absent, i.e., 
there is no keratohyalin, and consequently the 
keratinization of the superficial layers is in- 
complete. It is because these layers remain 
transparent, owing to the lack of keratohyalin, 
that the mucous membranes appear red. 

When, however, chronic inflammatory 
changes occur in them, keratohyalin tends to 
appear and complete keratinization takes 
place. The affected surfaces then appear white, 
e.g., leucoplakia, lichen planus, and the borders 
of fissures or ulcers. 

There is another important point. When 
vesicular or bullous lesions occur in the mouth 
or throat they rupture readily owing to the 
thinness of the epithelium, so that they rapidly 
become erosions, with inevitable secondary 
infection and a liability to ulcerations of vary- 
ing depth. 

On the skin the integrity and size of vesicles 
and bullz are in part dependent upon the thick- 
ness of the overlying horny layer. On the 
face and sides of the fingers, for example, 
where this is thin, they are seldom large and 
they rupture quickly, whereas on the palms 
and soles bullz or pustules may be enormous. 


FORDYCE’S DISEASE 


The first condition I would mention is one 


with which you are all familiar and which is of 
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no practical importance except from the 
psychological standpoint. It was first described 
by Fordyce (1896), although he wrongly inter- 
preted its origin, and it is usually referred to 
as ““Fordyce’s disease”. As you know, clini- 
cally it consists of small yellowish spots seen 
most commonly on the upper lip near the 
junction of the vermilion border and _ the 
mucous membrane. It also occurs on the inner 
surfaces of the cheeks from the labial commis- 
sures to the last molars, and very rarely on the 
penis and vulva. It usually appears in adoles- 
cence or early adult life, and is never seen in 
babies. 

It is due to the presence in the mucous mem- 
brane of what may be regarded as ectopic 
sebaceous glands. I have had several patients 
who, observing the yellow spots for the first 
time in a mirror, have developed anxiety 
symptoms and imaginary subjective sensa- 
tions. It is for this reason that both dental 
surgeons and doctors should recognize the 
appearance and nature of the condition so 
that they may assure their patients of its 
innocence. 


HERPES SIMPLEX 


This common and annoying eruption is of 
peculiar interest on account of its natural 
history. Its cause is not in doubt. It is one of 
the few dermatoses that have been proved to 
be due to infection with filtrable viruses. Apart 
from exanthemata such as measles, small-pox, 
and chicken-pox, these are: contagious warts; 
molluscum contagiosum; lymphogranuloma 
inguinale; herpes simplex; and zoster. Virus 
diseases of animals that may occasionally infect 
man are foot-and-mouth disease, milker’s 
warts, and orf, a contagious pustular derma- 
titis of sheep; and, of course, vaccinia, which is 
deliberately transmitted to humans as a 
prophylactic against small-pox, may also be 
acquired accidentally. 

Dr. Brain (1947) has summarized the evi- 
dence of the virus nature of herpes simplex as 
follows: 

1. Bacteriologically sterile fluid from vesicles 
is infective. 

2. Guinea-pigs and rabbits are readily sus- 
ceptible and develop characteristic vesicles 
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after inoculation, and the virus may be passec 
in series, sometimes producing fatal encepha 
litis. 

3. Immunity develops after infection or afte: 
injections of killed virus, and specific antibodies 
are detectable in the serum. 

4. Intranuclear bodies, forming by coales- 
cence the “inclusion body”, are present in 
infected cells. 

Aetiology.—It is probable that the great 
majority of persons are infected with the virus 
in early life and become carriers, The primary 
invasion in infancy may cause one form of so- 
called aphthous stomatitis. Thereafter a per- 
son may remain immune throughout life, or he 
may develop attacks of herpes at one or other 
site and of varying severity and frequency, 
such attacks perhaps being associated with a 
fall of herpes-antibody in the serum from one 
cause or another. 

It is precisely in this fact that to my mind 
the chief interest of the disease lies, because of 
the number and variety of the provoking 
causes that may induce attacks, i.e., favour 
the activation of the virus. I have classified 
these as follows :— 

1. Other acute infections, particularly the 
common cold, lobar pneumonia, influenza, 
cerebrospinal meningitis, and malaria. 

2. Chronic infections of the teeth, naso- 
pharynx, nasal sinuses, or middle ear in labial, 
buccal, nasal, or aural herpes: urethritis, 
prostatitis, and metritis in genital herpes. 

3. Drugs. As with herpes zoster, arsenic 
orally or by injection may activate the virus. 
Trilene anzsthesia may cause herpes with 
trigeminal palsy. 

4. Foods, e.g., cheese. One patient in- 
variably had attacks after taking strawberries 
or radiomalt. 

5. Menstruation and the menopause. Men- 
strual herpes is fairly common. It occurs either 
on the genital region or elsewhere just before 
or during every period. In some patients, how- 
ever, the attacks occur at the time of ovulation. 
I have seen several cases in which herpes began 
for the first time at or after the menopause. 
Menstrual herpes may sometimes be prevented 
by oestrogens given during the first half of the 
cycle. 
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6. Reflex irritation, e.g., in children when 
cutting teeth, and after dental operations. 

7. Psychical disturbances. It is notorious, 
for example, that a woman, subject to attacks 
of recurrent herpes, will develop one before a 
social function, at which she desires to look 
her est, and, although it is impossible of proof, 
clinical experience appears to confirm the 
provocation of attacks by emotional disturb- 
ances in susceptible subjects. This is not 
altogether surprising since common warts, 
which are another proven virus disease, can 
undoubtedly be caused to disappear in some 
cases by suggestion, and it is on this fact 
that the success of wart-charmers depends. 

How anxiety and emotion on the one hand 
can activate, and psychological suggestion on 
the other can inhibit, the growth of a virus is 
as yet unexplained. 

Clinical Features.— You are all familiar with 
the clinical features of the eruption, no doubt 
some of you from personal experience. An 
attack is usually heralded by a sensation of 
tension, tingling, or burning in the site to be 
affected. After a few hours there appears an 
cedematous patch of erythema upon which 
vesicles rapidly develop. They may be few 
or very numerous, and, when closely set, often 
become confluent ; occasionally they are hemor- 
rhagic. They dry up to become serous scabs, 
which fall, leaving a temporary stain but no 
scarring. Some degree of secondary pyogenic 
infection usually occurs, and herpes may be 
the starting-point of an attack of impetigo 
contagiosa. Even in the early stages the 
neighbouring lymphatic glands may be en- 
larged and tender, but not to the degree that 
obtains in zoster. 

Herpes of the buccal mucous membrane 
usually occurs with herpes labialis and the 
diagnosis is then not difficult. It occurs on 
the cheeks, palate, tongue, and tonsils. The 
vesicles rapidly become erosions. Occasionally 
attacks of pharyngeal herpes occur in which 
there is fever, intense pain, and marked 
adenitis. Dr. Brain insists that buccal herpes 
is very rare in adults. 

Treatment.—The prevention of recurrent 
attacks of herpes is not an easy problem. It 
would seem that in susceptible persons, as with 


the virus of the common cold, the immunity 
produced by an attack is often short-lived. 

Repeated vaccination with vaccinia virus 
has given some successes. Before the war 
Dr. Brain kindly supplied me with a vaccine of 
the herpes virus itself, made from the infected 
pads of guinea-pigs, and the results were 
promising, but I can no longer obtain this. 
Empirically both he and I have had some 
success in aborting attacks with nicotinic acid 
50 mg. t.d.s.; and taking a preparation 
containing vitamin A and the whole B-complex 
continuously seems to lessen their frequency. 
Fractional doses of X rays (100-150 r) to the 
sites on which the eruption is apt to appear 
sometimes give fairly long immunity. 

As I have indicated, removal of a focus of 
irritation or infection when present may be 
permanently curative. 


LICHEN PLANUS 


I come now to a disease that is almost of 
equal interest both to dental surgeons and 
dermatologists, and, with the exception per- 
haps of lupus erythematosus, it is one to which 
I have given more thought than any other. 

It is on the whole benign, and it usually 
interferes but little with its victim’s normal 
activities, but it may cause such severe itching 
as to drive him almost to madness, and in one 
form, which is roughly twice as common in 
females as in males, it is a cruel affliction, 
because it destroys the hair follicles on the 
scalp and produces permanent cicatricial 
alopecia. 

I will not discuss the morphology and varie- 
ties of the cutaneous lesions, but in its colour 
and cdnfiguration it is, like erythema multi- 
forme, a beautiful eruption—though patients 
seldom appreciate this. 

The mucous membrane of the mouth is 
involved in about 50 per cent of cases. More- 
over, buccal lichen planus may exist alone 
without cutaneous lesions, and, as it is more 
resistant to treatment than the latter, it is 
likely to remain long after these have cleared. 
It is of great importance to recognize its 
characteristic features so that one may dis- 
tinguish it from leucoplakia, with which it is 
often confused. The sites of election are the 
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inner surfaces of the cheeks along the inter- 
dental line, and the tongue, but the lips, palate, 
gums, and tonsils may also be affected. 

On the cheeks it appears as white, or more 
strictly bluish-white, streaks tending to form 
a mosaic or annular pattern. A tendency to 
form annular figures is also a feature of the 
eruption on the skin. On the tongue it may 
present a similar pattern, particularly on the 
sides, or on the dorsum it commonly occurs as 
uniform white patches sometimes of consider- 
able size. 

It is curious that Darier (1928), who was one 
of the greatest dermatologists of all time, 
stated categorically in his Précis de Derma- 
tologie that one never observed erosion of the 
mucous surface in buccal lichen planus, and 
this is repeated in the edition published after 
his death by his pupils Civatte and Tzanck. 
This is, however, not true. Two of my patients, 
for example, in whom the diagnosis was not in 
question, had painful erosions on the cheeks, 
and one of them also along the gums, and I 
have recently had another case in which an 
extensive cutaneous eruption was accompanied 
by erosions on the inner surfaces of both cheeks, 
so painful that he was unable to take either 
alcoholic drinks or hot liquids or foods. 
Fortunately under mercurial medication he 
has lost his discomfort, but the buccal erup- 
tion is still present. His sister had also had 
the disease. 

Aetiology.—In discussing the aetiology of 
lichen planus I will take the opportunity of 
offering to you an aetiological classification 
of certain diseases of the skin, which might also 
be applied to non-dermatological conditions. 

Group I: Those in which the causation is 
specific whatever the provoking factors may 
be. Thus herpes simplex is always due to a 
virus: lupus vulgaris to the tubercle bacillus: 
a boil to a staphylococcus: and so on. 

Group II: Those in which the causation is 
almost certainly specific, but in which as yet 
definite proof is lacking. In this Group come 
pityriasis rosea, in which the evidence is 
overwhelming, and lichen planus. 

Group III: Those in which the causation is 
almost certainly non-specific, but in which some 
arguments can be adduced to the contrary. 
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In this category lie psoriasis, alopecia areata, 
and the closely-linked erythema group o: 
eruptions, viz., erythema multiforme, erythem« 
annulare centrifugum, granuloma annulare, 
erythema nodosum, erythema induratum, and 
lupus erythematosus. 

Group IV: Those in which the causes are 
multiple and unquestionably non-specific. The 
eruptions are merely reactions of the skin 
or subcutaneous tissue to a variety of agents 
—physical, e.g., cold or heat, chemical, in- 
fective, and even psychological. Allergic 
hypresensitiveness is often manifested by these 
reactions. Eczema, which is an epidermal 
reaction, urticaria and angioneurotic oedema, 
which are respectively dermal and subcu- 
taneous reactions, are common examples. 
Simple erythema and purpura should also be 
included. 


I have said that I believe that both pityriasis 
rosea and lichen planus are caused by specific 
organisms, and I think it probable that both 
will eventually be shown to be virus diseases. 
In the case of pityriasis rosea one can reason- 
ably infer that the hypothetical virus is 
inoculated at one or more sites where it 
multiplies and produces the primary or 
“‘herald” patches (cf. the virus of vaccinia or 
the spirochete of syphilis). It then enters the 
blood-stream and produces the characteristic 
secondary eruption which is widespread on the 
trunk (cf. the rare generalized vaccinide and 
the eruption of secondary syphilis). The 
disease runs a definite course of several weeks 
and clears spontaneously. Relapses are very 
rare, suggesting that one attack usually con- 
fers immunity for life. 

Now it is interesting that occasionally one 
meets with cases of lichen planus in which the 
evolution of the eruption is similar. It begins 
as one or more primary plaques, and then 
suddenly an acute and widespread outbreak 
occurs chiefly on the trunk, with much the 
same “streamline” configuration as that of 
the secondary eruption of pityriasis rosea. 

One cannot, however, argue that such cases 
support the infective or virus origin of lichen 
planus, since this has not been absolutely 
proven for pityriasis rosea, but there are more 
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cogent reasons for this view. Perhaps the 
most suggestive one is that, like the known 
virus diseases, herpes simplex and zoster, 
lichen planus may be provoked by certain 
drugs, e.g., arsenic, gold, bismuth, thallium 
acetate. Of course such drugs may cause 
toxic eruptions which, although they may be 
lichenoid in appearance like that produced 
by mepacrine, are not true lichen planus, but 
in many instances there can be little doubt. 

This activation of the known viruses of 
herpes simplex and zoster and of the hypo- 
thetical one in the case of lichen planus by 
drugs is an example of Milian’s “‘biotropism”. 

Three years ago Dr. Hellier (1950) collected 
63 instances of familial lichen planus, 51 con- 
sanguineous, and 12 conjugal. He also recorded 
an example of his own, in which a woman 
developed acute lichen planus two months after 
the disease appeared in her husband, and he 
quoted the following striking instance of 
apparent contagion that I observed myself. 

Some years ago I was asked to see a 
children’s nurse who was tending the infant of 
a well-known surgeon. She had a very severe 
and generalized attack of lichen planus in- 
volving both the skin and mucous membranes. 
Three months later I saw the infant (aged 
16 months) with quite typical lichen planus 
of the skin, which subsided spontaneously 
without treatment. 

Considering the extreme rarity of lichen 
planus in infants, the case is strong evidence, 
but not proof, of contagion. 

Dr. Hellier, however, considers that, in view 
of the rarity of the apparent instances of con- 
tagion, their occurrence is probably coinci- 
dental, which may be so, but I cannot agree 
with him that their infrequency is definite 
evidence against an infectious aetiology of 
lichen planus. Were it not known that herpes 
simplex is due to a specific virus, it might be 
argued that the comparative infrequency of 
familial herpes is also evidence against its 
infective causation. 

Treatment.—I shall not discuss this in detail. 


Briefly I would say :— 

1. Two drugs—arsenic and mercury—seem 
to have a more or less specific effect, and intra- 
muscular injections of Enesol (salicylarsenate 


of mercury) were popular at one time. I have, 
however, known it to provoke severe purpura. 

2. The organic preparations of arsenic are 
more effective than Fowler’s solution, and one 
resistant case cleared with stovarsol when 
mercury failed. 

3. As a rule I prefer to give mercury rather 
than arsenic in the form of Liq. hydrarg. 
perchlor. by mouth for three months if it is 
tolerated. In addition I prescribe some 
preparation containing vitamin A and the B 
complex in fairly large dosage, as I do for herpes 
simplex. 

4. Unfortunately the buccal lesions are far 
more resistant to any form of treatment than 
the cutaneous eruption. 


THE ERYTHEMA GROUP OF 
ERUPTIONS 


I will now discuss briefly the nature and 
aetiology of certain eruptions which, I think, 
should be linked together to form a group of 
great interest and importance. The members 
of this group are as follows:— 

1. Erythema multiforme. 

2. Erythema annulare centrifugum. 

3. Granuloma annulare. 

4. Erythema nodosum. 

5. Erythema induratum, one variety of 
which is commonly known as Bazin’s disease. 

6. Lupus erythematosus. 

Of these, only two, viz., erythema multi- 
forme and lupus erythematosus, affect the 
buccal mucous membrane, unless one believes 
as I do that the so-called geographical tongue 
is the same as erythema annulare centrifugum. 
The opinion is held by some that of these six 
eruptions five are distinct entities due to 
specific infective organisms, and that, as in the 
case of herpes simplex, other infections, e.g., 
with the tubercle bacillus or a streptococcus, 
which clearly play a provocative role in many 
cases, act merely by activating the causal 
organism. The exception is one form of ery- 
thema induratum which is accepted as a 
subcutaneous tuberculide. I do not believe 
that this view is tenable. I believe these 
eruptions to be of allergic type—reactions that 
may be evoked by more than one infection, 
and possibly in some instances by non-infective 
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antigens. Erythema multiforme, erythema 
annulare centrifugum, and granuloma annulare 
are essentially dermal reactions: lupus erythe- 
matosus dermo-epidermal, and erythema 
nodosum and erythema induratum subcu- 
taneous. 

I have not time to discuss their aetiology 
in detail, but my opinion is briefly as follows :— 

1. Erythema multiforme is usually caused by 
infection with and sensitization to a strepto- 
coccus. There is, however, a group of cases in 
which there is an association with herpes 
simplex, recurrent attacks of both eruptions 
occurring either simultaneously or alternately, 
so that it is likely that erythema multiforme 
may be occasionally an allergic reaction to 
the herpes virus. Other infections, drugs, and 
foods may apparently provoke attacks of the 
classical form of the eruption, as may the 
trichophyton group of ringworm fungi. Dr. 
Goldsmith (1931) records an_ interesting 
example of this following a laboratory infec- 
tion with the Tricophyton Priestly. 

2. Erythema annulare centrifugum may be 
regarded as the connecting link between 
erythema multiforme and granuloma annulare. 
In my experience it is nearly always due to 
focal streptococcal infection and sensitization. 

3. The remaining four—granuloma annu- 
lare, erythema nodosum, erythema induratum, 
and lupus erythematosus—may be caused by 
focal infection either with the tubercle bacillus 
or a streptococcus. This is generally admitted 
in the case of erythema nodosum and erythema 
induratum. 

There are a few other points that I would 
emphasize. 

Exposure to sunlight is an important factor 
in sensitizing the skin to the responsible infec- 
tive antigen in erythema multiforme and lupus 
erythematosus, and in determining their local- 
ization. This fact is of great importance in 
lupus erythematosus, which is a potentially 
fatal disease. 

Circulatory stasis, as might be expected, is 
in some subjects a localizing factor. This is 
notoriously so in erythema induratum, the 
tuberculous form of which occurs almost 
exclusively in young females with fat cyanotic 
legs, and the streptococcal form in middle-aged 
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women with similar legs that are often varico:e. 
In one group of cases of lupus erythematos is 
a poor peripheral circulation determines te 
distribution of the eruption which in them 
involves chiefly the extremities. 

Familial incidence: Some striking instances 
of a familial incidence in the case of erythema 
nodosum have been recorded. Dr. Forman 
(1936) published 5 cases in a family of eight 
children, and Dr. Fry (1952) a mother and 
two children. Recent tuberculous infection was 
probably responsible in both instances. I have 
observed recurrent erythema multiforme in 
identical twin sisters. The attacks always 
followed tonsillitis, and occurred simultan- 
eously in both girls even when they were 
separated. It is probable that the hereditary 
or familial factor operates not by affecting 
susceptibility to the responsible infection, but 
by influencing the host’s mode of response 
to it. 

Of this group of eruptions only two concern 
us on account of their frequent involvement 
of the mucous membranes, viz., erythema 
multiforme and lupus erythematosus. 

Erythema Multiforme.—lIn the classical form 
of the eruption the appearances of the lesions 
and their distribution are so characteristic that 
the diagnosis can be made at a glance. 

The mucous membranes of the lips, cheeks, 
tongue, and pharynx are frequently involved— 
those of the vulva, anus, and nose more rarely. 
The lesions are essentially similar to those on 
the skin, but owing to the thinness of the 
horny layer the exudation of serum forms 
flaccid bulla. These result in painful erosions 
on which a diphtheroid membrane forms, 
and during an attack eating may be almost 
impossible. Similarly on the vulva second- 
ary infection of the primary bullz may cause 
the formation of painful ulcers of some 
depth. 

One of the most striking features of the 
eruption is its tendency to recur. As with 
herpes simplex, such recurrences occur at vary- 
ing intervals, and are often determined by 
exposure to sunlight. This probably accounts 
for its incidence in the first sunny days of 
spring. One patient, with a chronic strepto- 
coccal infection of the throat, had an annual 
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attack only in August when she went to the 
seaside. 

I would stress the fact that buccal and vulval 
erythema multiforme may occur recurrently 
without cutaneous lesions, and may naturally 
be a problem of differentia! diagnosis. I 
remember an American student who had had 
attacks confined to the buccal mucosa, and 
whom I was treating with a streptococcal 
vaccine after enucleation of infected tonsils, 
being very chagrined when, after an injection, 
an acute attack of the cutaneous eruption 
appeared for the first time. I, on the other 
hand, was pleased at the confirmation of my 
diagnosis. 

Treatment.—If, as I believe, erythema 
multiforme is a non-specific allergic reaction 
to a variety of antigens, there can obviously 
be no specific treatment. Investigation of each 
individual case is essential when the patient 
is subject to recurrent attacks. 

If a chronic focus of streptococcal infection 
is suspected, apart from removal of closed foci, 
a complete bacteriological investigation by 
the pathogen-selective method of culture, 
which I have found so valuable in certain cases 
of lupus erythematosus, is indicated. 

With regard to the group of cases in which 
recurrent attacks are associated with recurrent 
herpes simplex, I had promising results by 
injection of herpes virus when this was 
obtainable. 

Lupus Erythematosus.—This eruption of 
major importance has been the subject of con- 
flicting opinions for many years, and of late 
a vast literature concerning the nature of the 
acute disseminated form, and its treatment by 
ACTH and cortisone, has been poured forth. 
All this has rather distracted attention from 
the simple localized form and its causation, 
and, since the acute form usually develops as 
a complication of this, it is clearly of primary 
importance to try and determine the causation 
in the early stages of the disease. 

When I first began to study dermatology, 
lupus erythematosus was by most regarded 
as a tuberculide, and with reason. In 1915 
I put forward the view that it might also be 
due to streptococcal infection in some cases, 
and I still believe that these two infections are 


primarily responsible for the majority, if not 
all cases of the disease. On the other hand, 
there are still those who regard it as a disease 
sul generis. 

I have no time to pursue this controversy, 
or to discuss the remarkable visceral and 
hematological changes that are manifested by 
the acute and often fatal form. I would merely 
submit the following points :— 

1. I believe that it is often possible to dis- 
tinguish clinically between the cases I regard 
as of tuberculous causation from those I con- 
sider to be of streptococcal origin: in the 
former the eruption tends to be infiltrated 
and very hyperkeratotic, and to result in 
severe and often very deep scarring, whereas 
in the latter it is more superficial and erythema- 
tous, and may resolve with slight scarring or 
none at all. 

2. In a series of patients in whom the 
eruption seemed likely to be due to a 
chronic streptococcal infection, investigation 
by the pathogen-selective method of cul- 
ture lent support to this view and the results 
from vaccine therapy with the pathogenic 
streptococcus isolated have been remarkably 
good. 

As regards the buccal mucous membrane the 
lips are most frequently involved, and then 
the inner surfaces of the cheeks and palate: 
only rarely is the tongue affected. As on the 
skin, two types of buccal lupus erythematosus 
are met with. In one there is marked infiltra- 
tion and hyperkeratosis, and the centre of a 
patch is depressed and scarred, and the edges 
raised. In the other the patch is superficial, 
redder, and reveals little or no atrophy. 


BEHCET’S SYNDROME 


I come now to a very important and fortu- 
nately rare disease, the component parts of 
which have been described under different 
names by different authors. Its characteristics 
are 

1. Recurrent ulcers of peculiar type affect- 
ing the mouth, throat, and external genitalia. 

2. Recurrent inflammatory affections of the 
eyes, which include conjunctivitis, keratitis, 
episcleritis, and most commonly iritis, which 
may result in blindness. 
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3. The occurrence of what must be regarded 
as allergic reactions of the skin to the unknown 
infecting organism, viz.: (a) nodular lesions 
resembling erythema nodosum; (6) papular 
pustular lesions, not necessarily follicular. 

The story of this disease is briefly as 
follow :— 

1. In 1911 Sutton described a form of recur- 
rent buccal ulcer to which he gave the name 
“‘periadenitis mucosa necrotica recurrens”’. 

2. In 1912 Lipschutz recognized a similar 
form of vulval ulcer, labelled it “‘ulcus vulve 
acutum’”’ and attributed it to infection with 
the Bacillus crassus which is a normal sapro- 
phyte of the vagina. 

3. Later several observers described cases 
in which ulceration of this type occurred both 
in the mouth and on the genitalia, and noted 
the association with the above allergic reactions 
in the skin. 

4. In this country Dr. Whitwell (1934), who 
was my assistant at the time, described 
3 cases, 1 male and 2 female: the man 
had recurrent iritis and buccal ulcers with 
erythema nodosum and the papulo-pustular 
eruption: both women had recurrent buccal 
and vulval ulceration and one had erythema 
nodosum. 

5. Finally in 1937 Behcet, a Turkish derma- 
tologist, had the merit of unifying these separ- 
ate symptoms into one disease, which is now 
known as Behcet’s syndrome. 

Clinical Features.—In the mouth a character- 
istic lesion begins as a red nodule which under- 
goes central necrosis forming an ulcer in the 
centre of which is a yellow purulent plug; 
the borders of the ulcer are raised like a ram- 
part and are indurated. In this stage the 
ulcers are circular, but they may spread, 
becoming irregular in shape, the yellow plug 
being replaced by a slough covering the base. 

On the vulva and perineum the evolution of 
the ulcers is similar, but they may become very 
large and confluent, and so painful that the 
patient is incapacitated. When healing occurs 
scarring of varying depth remains. 

Aetiology.—I think one can discard the 
Bacillus crassus as of aetiological importance. 
It is far more likely that Behcet’s syndrome 
is caused by a virus, perhaps closely related 
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to that of herpes, and there are certain featur 5s 
that recall those of herpes. A striking one :s 
the influence of menstruation and of the men. - 
pause in some cases. Dr. Bishop and I had 
a series of patients in whom the buccal and 
vulval ulcers occurred chiefly in the pre- 
menstrual phase, as in some cases of herpes, 
and could be prevented or markedly diminished 
by oestrogen medication. As in herpes also, 
Behcet’s syndrome may appear first at the 
menopause and be controlled by cestrogen. 

With regard to the lesions of erythema 
nodosum, you will remember that I suggested 
that the virus of herpes might be one cause of 
recurrent erythema multiforme, and the virus 
of lymphogranuloma inguinale may provoke 
both erythema multiforme and nodosum. 

Treatment.—Apart from those cases that 
are controlled by estrogen, treatment has 
hitherto been unsatisfactory. As in recurrent 
herpes, some successes have been obtained 
by repeated inoculations with the virus of 
vaccinia. I have recently had a case in a young 
girl, in whom the ulceration of the mouth and 
throat were so severe that she had nearly died 
of inanition from inability to eat. She also 
had vulval ulcers but no ocular symptoms. 
There was no relationship to the periods, and 
no treatment, which included repeated vaccina- 
tion and all the known antibiotics, had had any 
effect. Dr. Jadassohn, in Geneva, had given her 
cortisone with temporary improvement, and 
Dr. Maclean and I have since treated her over 
a long period with ACTH and cortisone. She 
is now in the best of health, but very occasion- 
ally has a fresh ulcer. 


ACANTHOSIS NIGRICANS 


The last condition I propose to describe is 
by far the rarest, the most curious, and as a 
rule, the most ominous—so ominous in fact 
that I trust you will never encounter it in 
practice. It is known as acanthosis nigricans, 
a purely descriptive term indicating the essen- 
tial features of the eruption, viz., epithelial 
hyperplasia with hyperkeratosis and increased 
pigmentation. It is characterized by: (1) 
diffuse papillomatosis, chiefly of the natural 
folds of the skin; (2) the occurrence of scattered 
warty lesions, which may be discrete or 
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confluent; (3) increased pigmentation, most 
evident in the folds and flexures. The sites 
principally involved are the axillz, the neck, 
the groins and internatal cleft, the umbilicus, 
the antecubital fosse and popliteal spaces, the 
areole of the nipples, the submammary and 
hypogastric folds, the face, and the backs of 
the hands and feet. Diffuse warty lesions 
may occur on the vermilion borders of the 
lips, on the eyelids, in the external auditory 
meatuses, and on the vulva and vagina, and 
scattered papillomata, closely resembling 
ordinary warts, may be present almost any- 
where on the surface of the skin. The papille 
of the palms and soles are also hypertrophied, 
and the tongue may have a villous appearance 
from a similar change. The skin as a whole 
may be darkened from increased pigmenta- 
tion, but this is most intense in the joint 
flexures and natural folds. 

Aetiology.—Two groups of cases are recog- 
nized—that in which the condition develops 
in adult life and that in which it is seen in 
childhood, adolescence, or early adult life. In 
the former group it is almost equivalent to a 
death sentence, for in nearly all cases advanced 
malignant disease is present, particularly of 
the abdominal viscera and peritoneum. The 
primary growth is probably more often in the 
stomach than elsewhere, and I have seen three 
cases of the “‘leather-bottle” type. But it may 
be in the intestine, breast, uterus, or else- 
where. In one case the condition disappeared 
after the removal of a deciduoma malignum, 
but relapsed with recurrence of the growth. 

In the juvenile form it may be associated 
with a syndrome of endocrine abnormalities, 
viz., diabetes, infantilism, imbecility, hyper- 
trichosis, and cutis verticis gyrata. 

As regards the causation of the peculiar 
changes in the skin, they are usually ascribed 
to involvement of the suprarenal glands or 
abdominal sympathetic. This may be true of 
the increased pigmentation, but the warty 
growths and papillary hypertrophy are prob- 
ably of pituitary origin since papillary hyper- 
trophy is one of the cutaneous features of 
acromegaly. 

[ have tried in this very incomplete and 
random review of some of the diseases that 


may affect the buccal mucosa to interest you 
in their natural history rather than to discuss 
minutiz of differential diagnosis, because, how- 
ever accurate clinical descriptions and however 
life-like photographs may be, they cannot 
replace immediate contact with patients. The 
extraordinary variety of tissue-response to 
injurious agents, whether physical, chemical, 
or infective, can be learnt only by direct 
observation of the living and the dead. 

The biologist and philosopher must derive a 
certain macabre amusement from the fact that 
Man, the highest product of evolution, should 
so often be at the mercy of the lowliest forms 
of life—the viruses, the bacteria, and the 
protozoa. 
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Effectiveness of a Penicillin-containing 
Dentifrice in the Control of Gingivitis and 
Oral Acid-producing Micro-organisms 

An experiment was carried out in an 
orphanage on forty-four children, half of them 
using a penicillin-containing dentifrice, and 
the other half a neutral dentifrice under super- 
vision. Kodachrome photographs were taken 
before and after the experiment, and the 
presence of acid-producing micro-organisms 
in the mouth was tested quantitatively by the 
Snyder colorimetric caries test. The experiment 
lasted six weeks. 

The conclusion is drawn that a dentifrice 
containing penicillin was not more effective 
than a neutral type in reducing the number of 
acid-producing micro-organisms, nor more 
effective in the treatment of gingivitis.— 
McDona.p, Ratpu E. (1953), J. Dent. Child., 
20, 47. 
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DENTAL BOARD OF THE UNITED KINGDOM 


At the sixty-fifth session, held Nov. 11 and 12, 
1953, several disciplinary cases were considered. 

The Reports of the Education and Finance 
Committees were presented. The former 
recommended that the scheme of Overseas 
Study Grants, outlined below, be adopted. 

The Finance Committee estimate that the 
income of the Board for the year 1954 will 
amount to £38,170, and the expenditure to 
£33,600, showing an estimated surplus of 
£4570. They recommend that a sum of £7000 
be allocated to Educational Grants: Research 
and Post-graduate Dental Education, and 
£4600 to Dental Health Education. 


Overseas Study Grants 


Under this scheme the Board are prepared 
in suitable cases to consider applications for 
a limited number of grants in aid of expenses 
incurred in visits overseas, not normally 
exceeding four weeks in duration, for the pur- 
pose of furthering by contact with others 
working in similar fields, research or post- 
graduate study in subjects connected with 
dentistry. 

Persons wishing to apply for a grant will be 
required to submit, at least eight weeks before 
the commencement of the visit, an application 
in a form prescribed by the Board giving such 
information as the Board may require and, in 
particular, details of the purpose and duration 
of the proposed visit; and a detailed statement 
of the estimated cost. 

Every applicant will be required to satisfy 
the Board either (a) that he is engaged in 
substantial research, or (b) that he holds a 
dental teaching appointment or is employed in 
the public service and is engaged in advanced 
post-graduate study in a subject connected 
with dentistry, and that the proposed visit is 
likely to be to the public benefit in furthering 
that research or post-graduate study. 

Every application must be supported by 
(a) at least one certificate signed by a person 
holding a senior appointment at a university, 
college, or hospital, who has personal knowledge 
of the applicant and his work, to the effect that 
the applicant is a fit and proper person to 
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receive a grant from the Board and that is 
proposed visit is likely to serve a useful purpose, 
and (6) evidence that the person or institut:on 
to be visited is prepared to offer the applicant 
the facilities he seeks. 

The maximum grant awarded will not excced 
75 per cent of the estimated cost of the visit, 
and the actual amount payable will be reduced 
proportionately if the actual expenditure 
incurred is less than the estimated cost of the 
visit. 

Payment of the grant will be made at the 
conclusion of the visit upon presentation of 
a brief report on the visit and a statement 
giving full details of the expenditure incurred. 
In certain circumstances, however, the Board 
will make an advance payment of a proportion 
of the grant, in accordance with conditions set 
out in the form of application. 

Forms of application may be obtained from 
the REGISTRAR OF THE DENTAL Boarp, 
44, HALLAM STREET, W.1. 


DENTAL RADIOGRAPHY 


A THREE-DAY course in dental radiography 
has been arranged for dental nurses and 
assistants to take place on Tuesday, Thursday, 
and Friday, March 2, 4, and 5, at the 
Ilford Ltd. Department of Radiography and 
Medical Photography, Tavistock House North, 
Tavistock Square, London, W.C.1. Lectures 
will be given in the mornings from 10 a.m. to 
12.30 p.m., followed by practical demonstra- 
tions in small groups in the afternoons from 
2 p.m. to 4.30 p.m. No fee is charged for this 
course. Application forms will be sent on 
request. 


RESTORATION TO DENTAL LIST 


Tue National Health Service Tribunal, sitting 
at Aberdeen on Dec. 21, 1953, has considered 
an application for reinstatement on the Dental 
List of the Executive Council for the City of 
Aberdeen, and has directed that the name of 
Edmund Jessamine, Dentist, of 12, Belmont 
Road, Aberdeen, may be restored to that 
Dental List. 
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EDITORIAL 


industry it is the large 
business which claims the attention, sets 
the pace, develops talents and capacities of 
its servants, gives them a chance to show 
what they can do, a scope within which they 
can grow, and finally offers them rewards for 
the ability and willingness to assume responsi- 
bility for the work of ethers. Even among 
other professions as well as dentistry, there 
are signs of the urge for men to hire others 
of their own vocation, so as to increase the 
size of the establishment under control. The 
young dental laboratory industry is not with- 
out its ambitious men who have formed their 
own growing organizations to serve dentistry. 

The largeness of an organization is quite 
naturally a matter for pride in its progenitors, 
and ought also to be a subject for admiration by 
those who have not the same building ability. 

Much valuable work, however, is done by 
the small laboratories, the owners of which 
are necessarily more completely all-round 
men, and the recent rapid numerical growth 
of such has filled a need. Recollection of 
figures quoted at our 1952 Summer Conference 
showed that 75 per cent of America’s labora- 
tories were classed as small, and 30 per cent 
as being run by one man only. It is inter- 
esting that so far as can be judged, the pro- 
portions are roughly the same in our own 
country. It is not yet possible to judge the 
conditions on the European continent. 

We reprint this month an article from an 
American magazine, which expresses facts 


which have close parallels on this side of the 
Atlantic, and the concluding paragraph is 
most apt. The personal service advantage 
cannot be denied in favour of the smaller 
laboratories, and those wishing to keep up to 
date with modern developments, such as the 
chrome-cobalt alloys using the lower fusing 
kinds, have many satisfied clients. 

The increased number of smaller laboratories 
since the Second World War was partly due 
to the extra training and experience gained 
during service with the Forces (very few were 
produced under the Government’s rehabilita- 
tion scheme), and partly to the work of 
plastics chemists having conferred on us the 
ability faithfully to duplicate moulds and 
shades of natural teeth in our own laboratories 
at short notice, thus lessening dependence on 
stocks at depots, and avoiding the necessity 
of holding large stocks ourselves. 

Many technicians of ability, as well as many 
without, started in the laboratory business 
during the “free dentures for all” period, when 
the demand was greater than the supply, and 
in many cases, unfortunately, a low standard 
was accepted by the dentists. Since the 
commencement of the part-payment scheme, 
many of the undesirables have been forced to 
close, leaving a trail of unpaid bills and 
broken apprenticeship contracts. Cutting 
prices assisted them for a time (doing much 
harm to established and honourable labora- 
tories), but soon proved disastrous owing to 
trade union rates of pay on the one hand, 
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and increased overheads and materials costs 
on the other. 

Some skilled and experienced men in our 
country have given up their laboratories, and 
the number entering is gradually decreasing. 
If in the future in these islands we have to 
meet a greater demand for technicians, the 
situation could not be dealt with so easily as 
is suggested in the American article, since 
sectionalization would not be possible under 
the agreements of the National Joint Council 
as they stand at present. 


In consequence it would seem that ihe 
scales are weighted more favourably for ‘he 
smaller laboratories, but in any case th«re 
need be no discord. It is neither possible ior 
desirable for each class, large or small, to give 
up its self-interest; harmony can always be 
achieved if there is at least one area where 
the self-interest of the one is identical with the 
self-interest of the other. Then co-operation 
can be anchored in the joint pursuit of this 
common interest, to which the other divergent 
interests may be subordinated. 


THE BIG LABORATORY* 


WHAT ROLE WILL IT PLAY IN THE FUTURE ? 
By JOHN H. EVANS, New York, N.Y. 


OF recent years operators of large laboratories 
have been inclined to look pessimistically at 
the future and have expressed the idea that 
the large laboratory is on the way out. 

Time was when most of these men thought 
the large establishments would ultimately 
cause the smaller laboratories to fold up. 
They based their convictions on three reasons: 
(1) New developments made more equipment 
necessary which the smaller laboratory could 
not afford; (2) Franchises by manufacturers 
of certain products were granted to the larger 
laboratories; and (3) Operators of larger labor- 
atories were able to hire more competent help 
to provide them with a higher quality of work. 

But the years have gone by without the 
smaller laboratories disappearing. Instead, 
the large laboratories have at times lost key 
men who have opened laboratories for them- 
selves and taken away a segment of the large 
laboratory’s business. 


PERSONAL SERVICE ADVANTAGE 


The small laboratories have the advantage of 


a more intimate relationship with their clients. 
The owner can see that the dentists get jnst what 
they want, since he either does the work him- 
self or has it done under his immediate super- 
vision. So the small laboratory has to a greater 
degree the advantage of personal service. 


* Reprinted by kind permission of the Editor of Dental 
Laboratory Review. 
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Then, too, from the developments in the 
field of chrome-cobalt alloys it is obvious how 
temporary an advantage an exclusive licensing 
agreement can be. 

Since the close of World War II, the number 
of small laboratories has grown more rapidly 
than at any previous period, and this growth 
has tended to restrict further the large 
laboratories. During the war Uncle Sam 
trained a very large number of technicians, 
and afterwards paid for the partial training 
of a lot more in technicians’ schools financed 
under the G.I. Bill. 

Most of these technicians opened labora- 
tories in small, crossroad towns, more or less 
sponsored by a sympathetic dentist who 
helped them out. They did not make a great 
deal of money, but got a living of a sort. 
Their existence cut down materially on the 
mail-order business of the larger laboratories 
and has been principally responsible for the 
feeling that the day of the big laboratory is 
almost over. 

But is it? True, the laboratories are being 
squeezed at the moment between low prices 
for laboratory work and high cost of operation. 
It is hard for them to break even when busi- 
ness is at low ebb, and they cannot much 
more than make a living even at flood tide. 

Most operators try to pay their help fairly, 
and would like to be more generous than they 
are. But if the money does not come in on 
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one hand, they cannot pay it out with the 
other. So, in general, throughout the industry 
laboratory help is poorly paid as wages go 
to-day. A man with comparable skill is better 
paid in almost any other line of business. As 
a result, many hailf-trained men are leaving 
for higher wages elsewhere and very few 
youngsters are entering the laboratory industry 
to make it their life work. 

Unless there is a speedy reversal of this 
tendency, it will be a matter of a comparatively 
short time before there are not enough tech- 
nicians to do the work. Then prices for 
laboratory work will necessarily rise in accord- 
ance with the law of supply and demand, and 
there will be a scramble for technicians. 


When this time comes, who will be in a 
position to benefit from it? The relatively 
small laboratory needs men with a diversity 
of skills—men who are not being trained as 
they used to be—so the small laboratory will 
find it difficult to expand. But the big 
laboratory with a good man or two in each 
department will be able to train boys and 
girls in thirty to sixty days to do some 
particular job which they can be kept doing. 
Their expansion problem will be relatively 
easy. 

If this analysis is correct, it would seem 
poor policy to sell the big laboratory short, 
as its heyday may not be in the past but in 
the days to come. 


IS THIS WHAT YOU 


AN ingenious gas-saving bunsen-burner has 
come to our notice, which is operated by the 
weight of the operator’s hand depressing a 
valve. 

Continuous pilot flame, instantaneous main 
flame, automatic reversion to pilot flame, no 
tap, and sturdy construction are features 


ARE LOOKING FOR? 


which will find ready appreciation by all who 
use it. 

The adoption of horizontal direction of the 
venturi portion makes it impossible for the 
jet to become obstructed by falling debris. 

Particulars may be had from the publishers 
of this journal. 
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SUMMER CONFERENCE AT BIRMINGHAM 


June 19, 1954 


At the invitation of the Birmingham Branch, 
the oldest child of the Dental Laboratories 
Section of S.I.M.A., the Third Summer Con- 
ference is planned to take place at the Chamber 
of Commerce, New Street. 

Relaxed with coffee and biscuits at 11 a.m., 
a reception, general get-together, and con- 
versazione will be held, at which greetings 
will be given to the Branch by long-distance 
travellers. 

Lunch will be served on the same premises 
at 1 p.m., presided over by Mr. Gerald E. 
Cross, Chairman of the Branch and Vice- 
President of the Association. 

An excellent programme is promised to 
commence at 2.30 p.m. An old friend of 
S.I.M.A., Mr. Maurice E. Aspin, Chief In- 
structor in Dental Technology, Birmingham 
University Dental School, who will be remem- 
bered for his demonstrations at Norbury 
Library in 1949 and 1951, will deliver a 
lecture on investments, vacuum investing, and 
hygroscopic expansion, illustrated by colour 
films. 

After a break for refreshments, a second 
colour film will show acrylic eye implants, 


dealing with the operation, taking impression 
of the eye socket, making and fitting of the 
acrylic artificial eye, and concluding with 
views of various patients displaying the 
movements of their artificial eyes. Explan- 
ations will be given by Mr. A. Gardiner, of 
Coventry, who has had much to do with the 
work. 

This extension of the use of the materials 
of our craft into such a wonderful field should 
claim a large attendance of surgeons and 
technicians alike, all of whom are invited to 
apply for admission cards to the Branch 
Secretary, Mr. George Taylor, F.I.B.S.T., 
310 Ridgacre Road, Quinton, Birmingham 32. 

The spirit and success of former summer 
meetings, in 1952 when America came to 
London, in 1953 when those from Liverpool 
and Midlands met men from Kent and Cumber- 
land, presage useful exchanges and mutual 
encouragements from this proposed rally in 
Birmingham. We therefore anticipate still 
more widespread interest his year, so that 
plans may be made and the scene set for 
the Fourth Summer Conference at Bristol 
in 1955. 


WEEK-END CONFERENCE 
Feb. 12 and 13, 1954 


MEMBERS are urged to support the fifth 
conference at the Holborn Restaurant. Fol- 
lowing the reception by Mr. and Mrs. Emmett, 
our dinner at 6.30 p.m. will be honoured by 
the presence among the guests of Mr. J. 
Hutchinson Cottrell, Mr. C. T. Youles (Chair- 
man of the National Joint Council), and 
M. Jean Oosterbosch (Vice-President of the 
Belgian Association). 
During the evening, 
E. Cross, of Birmingham, 


Vice-President G. 
will make a 


presentation to his predecessor, Mr. A. J. 
Grant, of Brighton. 

On Saturday morning, Feb. 13, the Annual 
General Meeting will take place in the Gordon 
Suite at 10.30 a.m., when it is desirable for a 
full attendance of members. After an informal 
luncheon, an exhibition of dental laboratory 
equipment and techniques will be given by 
members of the A.D.M.T. Please make appli- 
cation for invitation cards to Mr. C. M. Booth, 
26 Palmerston Road, London, N.22. 
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